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Melozets. 


METHYLCELLULOSE WAFERS* 


can help the overweight girl stick to her diet 


MAJOR ADVANTAGES: These wafers give a sense of satisfying fullness, 


blunt ravenous appetites. 


It’s hard to convince the obese patient that overeat- 
ing is the basic cause of overweight. It’s even harder 
to get her to stick to her diet! However, the difficulty 
is lessened when appetite is dulled by MELOZETS. 
These wafers, which look and taste like graham 
crackers, give a pleasant sense of satisfying fullness, 
yet supply only 30 calories per wafer. 

Counsel your patients to replace snacks with 
MELOZETS, take one wafer with a glass of liquid be- 
* Patent applied for 


tween meals, or one-half hour before meals—up to 8 
in a day. MELOZETS are supplied by pharmacists in 
¥4-lb. boxes of approximately 25 wafers. 


DIVISION OF MERCK & CO., INC. 
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Management of Disorders 
of The Autonomic Nervous 
System 


New Book 
By 
LOUIS T. 
PALUMBO, 
M.D., 
Chief, Surgical 
Service, Veterans 
Administration 
Hospital, 
Des Moines 
186 Pages, 
Illustrated. 


$5.00 


This new manual provides the practical guidance which 
will enable you to utilize in daily practice the recent and 
greatly increased knowledge of disturbances of the sympa- 
thetics and parasympathetics as the underlying cause of 
certain symptoms and organic changes in the body. 


Discussions of Anatomy and Physiology are presented first in 
order to provide a quickly assimilated grasp of the struc- 
ture and action of the autonomic nervous system in rela- 
tion to dysfunction and related clinical entities. 


The Special Chapter on Clinical Pharmacology summarizes the 
many and diverse influences of pharmacologic agents and 
chemicals on the autonomic nervous system, including un- 
desirable sequelae and side effects that may overshadow 
the local benefits attained by present-day therapy. Block- 
ing agents and their effects are included. 


Current Methods of Surgical Management are fully covered, 
including selection of patients, extent of surgical denerva- 
tion and specific pre- and postoperative data. 


Clinical Tests and the Changes Following Surgery are taken up 
extensively, including measurement of sweating activity 
and recording and interpreting temperature and blood 
flow changes. 


Clinical Problems of the Various Regions are stressed. For 
example: value of sympathectomy and indications for its 
use, a successful surgical approach to angina pectoris 
which eliminates Horner's syndrome, psychosomatic 
aspects of autonomic nervous system dysfunction, etc. 


The Chapter on Hypertension covers the place and use of 
sympathectomy, and also the evaluation of the new anti- 
hypertensive agents, with specific guidance on usage. 


Excellent Illustrations are incorporated throughout the text 
providing graphic visual portrayal of the variations of 
post-sympathectomy sweating patterns. 


200 E. Illinois St., Chicago 11, Hl. PUBLISHERS 


Please send for 10 days’ examination. 


{_] Palumbo’s Manag t of Disorders of the Autonomic 
Nervous System, $5.00 


Name : _Street__ 


City State____ 
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NOW happy travelers chew 


Bonamine. 


Brand of meclizine hydrochloride 


chewing tablets 


Probably 30 to 50% of all travelers experience 

some degree of pleasure-spoiling malaise, anorexia, 

nausea, and vertigo. For these motion-sensitive 

vacationers, you can prescribe 

new BONAMINE CHEWING TABLETS to insure happier 
travel, no matter what the method of transportation. 


For the convalescent or the invalid traveling 

for his health, BONAMINE helps to avoid the strain 
imposed by vertigo, nausea and vomiting. 

Also indicated for control of nausea, vomiting 

and vertigo associated with labyrinthine and vestibular 
disturbances, Meniére’s syndrome and radiation therapy. 


BONAMINE rarely causes drowsiness 
or other unwanted reactions. 


Supplied on prescription only: 


CHEWING TaBLetTs (New) — 25 mg., candy-coated, 
mint-flavored. Packages of 8. 


TABLETS — 25 mg., scored and tasteless. Boxes of 8 
and bottles of 100 and 500. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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Your 


@ ELECTIVE TONSILLECTOMY 
DURING MENSTRUAL PERIOD 


Q. Is it advisable to postpone an elective ton- 
sillectomy and adenoidectomy in a 14 year old 
child because she has started to menstruate on 
the morning of the operation, this, on the theory 
that a menstruating female is more prone to 
hemorrhage than when she is not menstruating? 
If there is such a tendency to hemorrhage during 
menstruation, could you give me the reason? 


M.D.—Quebec 


A. There is no valid reason to prevent going 
ahead with the surgery because of tendency to 
hemorrhage during menstruation. The only possi- 
bility of such a hemorrhage would be in the rare 
case of cyclic thrombocytopenia which is supposed 
to be most marked during the menstrual periods 
when there could conceivably be more bleeding. 
No such case has been seen here for many years. 


MENORRHAGIA DURING PREGNANCY 


Q. Is menstruation, menorrhagia or hypermen- 
orrhea a normal event during pregnancy? If not, 
what are the causes and treatment? A 45 year 
old woman had her first pregnancy 14 years ago, 
her second pregnancy 10 years ago, quite nor- 
mally and without any menorrhagia or menses, 
and six months ago became pregnant for the 
third time. She had spotting the first and second 
months but profuse menorrhagia in her third 
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westlons answered 


Readers may send questions from 
their own practice or other medical 
problems which will be answered 
by qualified consultants. Replies are 
forwarded by mail immediately and 
selected questions and answers are 
published each month in this section. 


month of the pregnancy, which was in danger 
for about 15 days. She overcame the danger with 
medical treatment, then in her fourth month she 
had spotting and again menorrhagia in her fifth 
month. What measures do you advise? 


M.D.—Iraq 


A. Vaginal bleeding at any stage during preg- 
nancy is abnormal, but if it is slight in amount 
in the first trimester, it is often of no serious con- 
sequence. Carcinoma of the cervix must be ex- 
cluded, especially in a woman of this age, by 
speculum examination and, if necessary, by 
careful biopsy of tissue taken from the muco- 
cutaneous junction, avoiding any trauma in the 
cervical canal. Of course, such implications as 
placenta praevia, placenta circumvallata and rup- 
ture of the marginal sinuses can produce bleed- 
ing even earlier in pregnancy than in the last 
trimester. If no cause for the bleeding can be 
determined, expectancy is in order, and occa- 
sionally the source never is determined. 

As to medical treatment, sedation and rest in 
bed by themselves probably are more efficacious 
than the use of hormones, as far as spontaneous 
abortion is concerned. If placenta praevia is sus- 
pected later on, replacement of blood is indi- 
cated. A vaginal examination will settle this ques- 
tion. If possible, examination should be delayed 
until fetal viability, and then either delivery made 
from below after rupture of the membranes or 
cesarean section would be indicated, depending 
on the extent of the placenta praevia and the 
amount of bleeding caused by it. 

(Continued on page A-26) 
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the first drug 


to use in 


hypertension 


P Raudixin produces a gradual, sustained 
hypotensive effect which is usually sufficient 
in mild to moderate cases. 


b> Raudixin has a mild bradycrotic effect, helping to 
ease the work load of the heart. 


The tranquilizing effect of Raudixin is often of 
great benefit to the hypotensive patient. 


Raudixin is a safe drug, producing no serious side 
effects, Tolerance has not been reported. 


In severe cases, Raudixin may be combined with 
more powerful drugs. It often enhances the 
effect of such drugs, permitting lower dosages. 


b Raudixin supplies the total activity of the whole root 
which is greater than that of its reserpine content. 


> Raudixin is accurately standardized by a series 
of rigorous assay methods. 


posace: 100 mg. b.i.d. initially; may be adjusted as necessary. 


supecy: 50 and 100 mg. tablets, bottles of 100 and 1000. 


*RauDixin’® IS A SQUIBB TRADEMARK 
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Your Questions Answered 


® DIABETES AND TRAUMA 


Q. | am writing concerning a 25 year old man 
who developed diabetes following an automobile 
accident September 3, 1952. At the time he suf- 
fered what were thought to be only minor bruises 
of the jaw, knee, chest and head, and also ques- 
tionable bruises of the abdomen. He did not lose 
consciousness, and was able to walk one-eighth 
of a mile to summon help. 

X-rays of the skull, knee and chest were re- 
portedly normal. An x-ray of the elbow disclosed 
a chipped fracture. 

On the day of injury the patient developed 
involuntary urination. There was no pain on 
_urination, nor were any abnormalities detected 
at the time. Frequency of urination increased, 
occurring four or five times nightly. Headaches 
and severe thirst developed. Subsequently he 
progressively lost weight and had an insatiable 
appetite. 

On December 27, 1952 he was admitted to the 
hospital. A glucose tolerance test determined the 
presence of diabetes which is now controlled 
with 35 to 40 units of NPH insulin. 

There is no family history of diabetes. He had 
not had a physical examination since 1946. 

I was asked to see this patient in consultation 
almost two years after the accident. In your opin- 
ion, could the diabetes be directly associated with 
the shock and trauma of the accident? 


M.D.—Illinois 


A. Because of the obvious medicolegal aspects 
of the case cited it is difficult to evaluate the his- 
tory. It is not only unlikely, but very nearly im- 
possible for the symptoms of diabetes mellitus to 
appear the day after an accident and to be re- 
lated to an accident. It is much more likely that 
diabetes existed at the time of the accident. It 
is not surprising, though, that symptoms were 
noted after the accident—at a time of increased 
awareness of body functions, aches, pains and 
other symptoms. 

In his book, “Clinical Diabetes Mellitus,” Wil- 
der quotes Woodyatt as follows: “Severe nervous 
shocks, such as may result from injuries, ex- 
posures, etc., precede the onset of diabetes in a 
not inconsiderable fraction of cases. The same is 
true of physical shocks and severe emotional dis- 
turbances.” There still is no clear precipitating 
factor in most cases. There probably has to be a 
constitutional predisposition. Again because of 
medicolegal aspects the family history may be 
misleading. 
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INDICATIONS: Mest 
prostatic carcinoma, pos 


artum breast engorger 


or lcc.; contains 12 mg 
TACE (Chlorotrianiser 


of with- 


drawal bleeding so comme 


bserved estroge 


pausal symptoms, 2 TACE 
Capsules, o> 2 cc. TACE Or 
Drops (in cold water), 
thirty days, is generally. 


course of therapy. In sev 


_ TACE may be required. I 


stpartum breast engorgement 
TACE Capsules daily for 


ven days. For palliative 
trol of prostatic carcinoma 


with dropper. 
bottle of capsules or2 bei 


Wm. S. Merrell 


CINCINNATI 
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both sexes, TACE is generally 
well tolerated, thus minimizing 
side effects as nausea, 
miting and fluid retention, 
cases wnen symptoms recur, 
additional short courses of 
4 
SUPPLIED: In bottles” of 70 and 
— ies ol. 
Am. J. Obst. & Gyn. 63:1361, June, 1952. 
Ausman, D.C.: Wisconsin’M. J. 53:322, 1954. 
Woodhull, R.B.: Obst. & Gyn. 3:201, 1954. 
. Ivory, #.S; c. N.J. ( re! 
: 
York * St. Thomas, Ontario 


anxiety 


DimetHytaneE safely blocks abnormal im- 
pulses at the interneuron to relieve ten- 
sion and relax spasm. It has little effect 
on normal impulses, and none on the 
higher centers. DIMETHYLANE is the safe 
tension relaxant, tranquilizing the patient: 


> without mental clouding 
> without sedation or hypnosis 
> without effect on voluntary centers 


DIMETHYLANE stops anxiety tension 
safely, without even partial or temporary 


: Us 
gry, 


at the interneuron 


weakening of voluntary motor functions. 
It is more effective than mephenesin and 
has a wider margin of safety. In fact, 
there have been no reports of toxicity 
to DIMETHYLANE. 


Dosage: Two capsules after meals and at 
bedtime. Dosage may be reduced for indi- 
vidualized maintenance therapy. 


Supplied: In green capsules (0.25 Gm.), 
in bottles of 100 and 1,000. 


Samples and literature available on 
request. 


tho 


Capsules 2 2-dlisopropyl-4-methanol-1} 3-dioxolane 


THE NATIONAL DRUG COMPANY @ Philadelphia 44, Pa. 
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40th Interstate Postgraduate Medical Assembly 


Milwaukee, Wisc., November 14-17, 1955 


PARTIAL LIST OF CLINICS, LECTURES AND PANELS 


“Mechanical ‘Treatment of Pulmonary 
Failure” 


“Management of the Burn Patient” 
“Endocrine ‘Therapy in Gynecology” 

“A Current Evaluation of the Antibiotics” 
“Fetal Resuscitation and Respiration” 
“Fractures in Children” 


“Fracture Dislocations of the Thoracolum- 
bar Spine with Spinal Cord Injury” 


“Clinical Discussions of Neurology and 
Neurological Surgery” 


“Care of the Seriously Il] Asthmatic 
Patient” 


“Carcinoma of the Thyroid” 
“Tumors in Infancy and Childhood” 
“Strictures of the Common Ducts” 


“Present Status of Surgery in the ‘Treatment 
of Cancer” 


“Intra-articular Steroids: Clinical 
Applications and Laboratory Effects” 


“Uses and Abuses of Sedative Drugs” 
“Malignant Hypertension” 

“Why Not ‘Cosmetic’ Transfusions?” 
“Newer Treatments of Pernicious Anemia” 
“Problems of Ovarian Tumors” 


“The Papulosquamous Skin Conditions: 
Their Diagnosis and Treatment” 


“Hypogonadism in Middle-Aged and 
Elderly Men”: 


“Retrolental Fibroplasia” 


“Helpful Signs in the Recognition of 
Functional Disease” 


“Cancer of the Mouth and Neck” 


“Evaluation of the Methods of ‘Treatment 
of Essential Hypertension” 


“Intestinal Obstruction” 


“Surgery of Diseases of the Lungs” 
“The Diagnostic Problem of Histoplasmosis” 


“The Management of Rheumatoid 
Arthritis” 


“Present Day Concepts of Muscular 
Dystrophy and Atrophy” 


“Operative Treatment of Uterine Prolapse” 


“Recent Advances in the Diagnosis of Virus 
Diseases, with Special Reference to Tissue 
Cultures” 


“Regional Enteritis—Diagnosis and 
Medical Management” 


“A New Method of Treating Emotionally 
Induced Illness, Adaptable to General 
Practice” 


“Both-bone Fractures of the Leg” 
“The Treatment of Bulbar Poliomyelitis” 


“Newer Concepts in the Treatment of Cleft 
Palate and Hare Lip” 


“Surgical Lesions of the Adrenal Glands” 


PANELS 
Ulcers and Cancer of the Stomach 


Multiple Sclerosis 
Diverticulitis and Diverticulosis 


Trauma 
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Applications for Hotel Accommodations 
to the 
40th ANNUAL INTERSTATE ASSEMBLY 
at 
Milwaukee, Wisconsin, November 14-17, 1955 


The earlier you make your 
hotel reservations for the In- 
terstate Postgraduate Medical 
Assembly to be held in Mil- 
waukee, Wisconsin, Novem- 
ber 14-17, 1955, the better op- 
portunity you have of getting 
the kind of accommodations 
you want in the hotel of your 
choice. 


For your convenience, a 
form is provided at the bottom 
of this page which should be 
filled in and addressed to the 
hotel of your choice. Be sure 
to send it directly to the hotel. 


If the hotel of your choice 
is unable to accept your reser- 
vation, the Milwaukee Hous- 
ing Bureau will give you 
the next best accommodations 
available, providing of course 
that all available space has 
not already been taken. 


Be definite in the date and 
hour of arrival as well as the 
date and approximate time of 
your departure; also be sure 
to give the names and ad- 
dresses of those who are to 
occupy each room. 


You will receive confirma- 
tion directly from the hotel. 
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Downtown Business Section 


Name Rooms Single Double Twin Beds 
Antlers 100 $3.00-$ 5.00 $4.00-$ 7.50 $ 7.50 
616 N. 2nd 
Maryland 50 $4.00-$ 4.50 $5.50-$ 6.50 $ 7.00 
625 N. 4th 
Medford 150 $4.50-$ 5.25 $6.25-$ 7.00 $ 8.50-$10.00 
605 N. 3rd 
Republican 80 $3.75 and Up $5.75 and Up $ 7.00-$ 9.00 
907 N. 3rd 
Pfister 125 $5.00-$ 9.00 $7.50-$10.00 $ 8.00-$12.00 
424 E. Wis. Ave. 
Plankington 150 $5.50-$10.00 $8.00-$11.00 $ 9.00-$15.00 
609 N. Plankington 
Randolph 50 $4.50-$ 5.00 $7.00-$ 8.00 $ 8.50-$12.00 
649 N. 4th 
*Schroeder 450 $5.00-$ 8.00 $8.00-$12.00 $10.00-$16.00 
509 W. Wis. Ave. 
Towne 50 $4.25-$ 6.50 $5.50-$ 8.00 $ 8.50-$10.00 
723 N. 3rd 
Wisconsin 200 $4.50-$ 8.00 $6.75-$10.00 $10.00-$11.50 
720 N. 3rd 
*Headquarters 
(A few rooms available for men and women at Mil- 
waukee Athletic Club, for exchange club members, only.) 
Residential Areas 
Name Rooms Single Double Twin Beds 
Ambassador 90 $5.00-$ 7.00 $8.00-$10.00 $ 8.00-$10.00 
2308 W. Wis. Ave. 
Astor 60 $5.50-$ 7.50 $8.00-$10.50 $ 9.50-$12.00 
924 E. Juneau 
Cudahy Tower 30 $5.50-$ 7.50 $8.00-$10.00 $ 8.00-$10.00 
925 E. Wells 
Knickerbocker 20 $4.40 & Up $6.60 & Up $ 8.25& Up 
1028 E. Juneau 
Knights Tower 25 $4.50-$ 5.50 $5.50-$ 8.50 $ 6.50-$ 8.50 
716 N. 11th 
La Salle 20 $4.00-$ 5.50 $5.50-$ 8.50 $ 7.00-$ 8.50 
729 N. 11th 
Plaza 35 $4.00-$ 5.00 $5.50-$ 7.50 $ 7.50-$ 9.00 
1007 N. Cass 
Shorecrest 10 $4.00-$10.00 $6.50-$10.00 $ 7.00-$12.00 


1961 N. Summit 


All prices quoted with bath 


| Milwaukee, Wisconsin | 

| Please reserve the following accommodations for the Interstate Post- | 

| graduate Medical Association Assembly in Milwaukee, Wisconsin, | 

l November 14 to 17, 1955: 

sachs Single room, one person $.............. l 

Double room with double bed, two persons $.............. 

i ees Double room with twin beds, two persons $............. | 

Suites, comprising living room and bedroom $.............. 

(Date) 

Date 

Name | 
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because published studies* show: 


“Good to excellent results” in Prompt recovery in more than 
more than 80%, with “almost 90% when Protamide is started 
immediate improvement.” in the first week of symptoms. 


Why not use Pho 
... for herpes zoster, post-infection neuritis, chickenpox, 
and other nerve root pain such as tabes dorsalis. 


A sterile colloidal solution prepared from 
animal gastric mucosa . .. denatured to eliminate 
protein reaction .. . completely safe and 
virtually painless by intramuscular injection. 


CLINICAL DATA ON REQUEST 


*Combes, F. C. & Canizares, O.: New York St. J. Med. 52:706, 
1952; Marsh, W. C.: U. S. Armed Forces M. J. 1:1045, 1950. 
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NEW! ACHROMYCIN OPHTHALMIC OINTMENT with HYDROCORTISONE 


(Tetracycline 1%, Hydrocortisone 1.5%) 


Lederle’s versatile broad-spectrum antibiotic and hydrocortisone, 
an established anti-inflammatory agent, are now combined in 

a lanolin-petrolatum base. This dual-action ointment is useful 

in treating a wide variety of ocular infections, and many 
noninfectious eye conditions, including corneal injuries. 


Package: 14 oz. 


collapsible tube. 
Other forms of 

ACHROMYCIN for 

ophthalmic use: 

Ophthalmic Ointment 

1%: \% oz. tube. 

Ophthalmic Solution: 

vial of 25 mg. with 


sterilized dropper vial. 
TETRACYCLINE LEDERLE 


t Ledterte ) LEDERLE LABORATORIES DIVISION AMER/CAN Ganamid COMPANY Pearl River, New York 
REG. U. S. PAT. OFF. 
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Editors 


Dr. Thomas A. Gonzales 
Dr. Milton Helpern 


Dr. Samuel A. Levinson 


Are Your Records Immunized 
Against Cross-examination? 


VICTOR H. MILES* 


Newark, New Jersey 


Some doctors welcome the challenge of cross- 
examination as a medium to confirm their pro- 
fessional skill. To others it is an anathema. This 
unwarranted trepidation may be overcome if we 
isolate and expose its etiology. 

An analysis of each incident wherein the doc- 
tor complains of being embarrassed, humiliated 
or degraded reveals his vulnerability to attack 
results from incomplete or inaccurate records. 

At times sympathetic doctors capitulate to the 
pleas of their patients: “Doctor, I need the 
money. Won’t you please submit a good report 
to the insurance company?” The doctor, who 
has been the family physician for a long time, 
succumbs readily. Unfortunately, the insurance 
company refuses to consider settlement. 

Perhaps the doctor can justify his report at 
the time of trial by some rationale, but is it 
worth the risk? In most instances, the padded 


*Trial Attorney, Newark, New Jersey; Associate Editor in Tort, 
National Association of Comp tion Clai ’ Attorneys; Contribu- 
tor to the New Jersey Law Journal. 


This material is published with permission of the Journal of the New 
Jersey Medical Society. 


treatment is recorded hastily without adequate 
explanation or description, and a comparison 
with other records of the doctor reveals its in- 
firmities. 

Oftentimes doctors bring into court their orig- 
inal records, containing cryptic symbols or ab- 
breviated notations, to describe the nature of 
treatment. However, on direct examination in 
court, these brief comments suddenly burgeon 
into pages of oral testimony. 

The cross-examiner requests permission to 
examine the records and casually inquires: “Doc- 
tor, is all the treatment of which you have just 
testified written in your report?” You attempt 
an explanation which includes: “No, time does 
not permit me to make detailed reports in every 
case, but I remember the facts of this case very 
clearly.” Then the question is asked: “Doctor, 
how many patients do you treat daily?” The doc- 
tor with pride answers 20 to 30, and the advo- 
cate multiplies rapidly to produce a figure of 
9000 per year and then caustically injects: “Doc- 
tor, this treatment was rendered 15 months ago 

(Continued on page ‘A-36) 
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New Study Shows Gelatine 


Restores Brittle Fingernails to Normal 


Brittle, fragile or laminating fingernails are the 
bane of many a woman’s existence. Yet this 
highly prevalent and distressing condition often 
has gone uncontrolled for lack of effective ther- 
apy. Now, you can promise these patients sub- 
stantial relief in a large percentage of cases. 
In a recent study’ that confirmed previous 
work? Knox Gelatine was used to treat 36 
women with fragile, brittle, laminating finger- 
nails. The response was most gratifying. Except 
for three patients who discontinued the therapy, 
three diabetics, and two women who had con- 
genital deformities, the splitting ceased and all 
other patients were able to manicure their nails 
to a full point by the time the study ended. 
Optimal dosage proved to be one envelope (7 
grams) of Knox Gelatine administered daily for 
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three months. Improvement, however, was noted 
after the first month. If you would like more 
complete details of this work, just use the coupon. 
1. Rosenberg, S. and Oster, K. A., “Gelatine in the Treatment of 


Brittle Nails,’’ Conn. State Med. J. 19:171-179, March 1955. 
2. Tyson, T. L., J. Invest, Dermat. 14:323, May 1950. 


Chas. B. Knox Gelatine Company, Inc. 
Professional Service Dept. PS-7 

Johnstown, N. Y. 

Please send me a reprint of the article by Rosenberg 
and Oster with illustrated color brochure. 


YOUR NAME AND ADDRESS 
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and since then you’ve 
had over 10,000 patients. 
Can you recall as readily 
the facts concerning each 
of those patients?” Of 
course, the impression on 
the jury is obvious, and 
the doctor thereafter 
keeps more detailed 
records. 

Where reports of ex- 
amination and treatment VICTOR H. MILES 
may, by law, be ex- 
changed between opposing counsel, be certain 
that they are complete, for they mirror the ability 
and sincerity of the physician. A doctor who rep- 
resents an insurance carrier should not append 
any confidential memorandum to the main report 
which contains a modified opinion designed for 
the personal interest of the carrier. These memos 
have a faculty of falling into the hands of persons 
for whom they are not intended. Also, a favorite 
question on cross-examination is: “Doctor, didn’t 
you submit some additional reports on plaintiff's 
condition?” 

Attorneys who are specialists in trial practice 
have acquired extensive medical libraries and 


Forensic Medicine 


have learned about the availability of medical 
textbooks and periodicals in local hospitals and 
medical associations. They are familiar with all 
of the generally accepted methods of examina- 
tion and treatment in cases involving trauma. 
Your record will be subjected to scrupulous in- 
quiry concerning every phase thereof. It is not 
enough that you actually performed each essen- 
tial requirement. It must be distinctly noted on 
your record to eliminate any possible inference 
of bias in your testimony. Printed forms or 
check lists are time-saving devices. 

The taxpayer who fails to keep proper records 
of his financial transactions subjects himself to 
fine and imprisonment. The physician who fails 
to keep proper records of his treatments places 
his patients’ lives in jeopardy. Surely, a physi- 
cian’s obligation to keep proper records is the 
greater, even though it may appear ancillary to 
his profession. 

The trial advocate is awed by the realization 
that the amount of any award depends on his 
effective presentation and demonstration to the 
jury of the nature of his client’s injuries. Ver- 
dicts of $5,000 and $100,000 have been returned 
by different juries for similar injuries. The dis- 

(Continued on page A-38) 


Angina pectoris 


prevention 


Most efficient of the new long-acting 
nitrates, METAMINE prevents angina at- 
tacks or greatly reduces their number and 
severity. Tolerance and methemoglobi- 
nemia have not been observed with 
METAMINE, nor have the common nitrate 
side effects such as headache or gastric 
irritation. Dose: 1 or 2 tablets after each 
meal and at bedtime. Also: METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), bot- 
tles of 50. THOS. LEEMING & CO., INC., 
155 EAST 44TH STREET, NEW YORK 17, N.Y. 


unique amino nitrate 


triethanolamine trinitrate biphosphate, Leeming, tablets 2 mg. 


Bottles of 50 and 500 
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THORAZINE* 


now the therapy of choice in 


ALCOHOLISM 


Mitchell! observed that ‘Thorazine’ therapy offered 
these definite advantages over the usual barbiturate 
and mephenesin treatment of alcoholism: 


ALL PATIENTS QUIETED 


They “‘soon became quiet and dropped into 
light sleep yet could be easily awakened 


to receive medication or nourishment.” 
NURSING CARE SIMPLIFIED 


“The patients were more amenable to suggestions 
from the nursing and medical staff, there were 
fewer falls from bed.” 


FOOD RETAINED EARLIER 


Nausea and vomiting were stopped, and the 
patients “‘were able to retain solid food 18 to 24 
hours earlier than the barbital treated group.” 


SHORTER HOSPITAL STAY 


Patients “‘were in condition to be discharged from 
the hospital on an average of 24 hours earlier” 
than those treated with barbiturates. 


1. Mitchell, E. H.: Chlorpromazine in the Treatment of Acute Alcoholism, 
Am. J. M. Sc. 229:363 (April) 1955. 


‘Thorazine’ Hydrochloride is available in 10 mg., 25 mg., 50 mg. and 100 rg. 
tablets; 25 mg. (1 cc.) and 50 mg. (2 cc.) ampuls; and syrup (10 mg./5 cc.). 


For information write: Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 
*T.M. Reg. U.S. Pat. Off. for S.K.F.’s brand of chlorpromazine. 
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"PREDNISONE (metacortandracin). 


hydrocortisone » devoid of major undesirable side-effects 


MeticorTen,* brand of prednisone... 


Forensic Medicine 


parity in verdicts is inexcusable and may be at- 
tributed in great measure to an inadequate pres- 
entation of medical testimony. 

It is incumbent on the physician to regard the 
value of his records in terms of an adequate 
award. If the injuries are worth $150,000, this 
amount is the yardstick by which the doctor must 
measure and appreciate the indispensability and 
value of his records and testimony. 

It is surprising to hear of physicians who de- 
cline to accept a patient when the possibility of 
litigation exists, or who treat patients on condi- 
tion that another physician will be called to testi- 
fy in the event of trial. 

Such an attitude is not consonant with the 
Hippocratic oath by which the doctor has vowed 
to: 

“... follow that system of regimen, which 
according to my ability and judgment, I con- 
sider for the benefit of my patients. . . .” 

The physician’s testimony is often as essential 
to the patient’s existence as the treatment for his 
injuries. The working capacity of many a wage 
earner has been completely destroyed as a result 
of an accident. His medical rehabilitation is of 
minimal value without the economic sustenance 
of a just and adequate money verdict. 


The next article by Mr. Miles will deal with the per- 
missible scope and importance of the patient’s case his- 
tory in trial] procedure. 


TIMELY TIP 


It is important to record the blood group 
of the victim in all homicide cases in 
which blood was shed. The medical ex- 
aminer should obtain a sample of the 
victim’s blood and submit it to a labora- 
tory for typing. 
—Russell S. Fisher 
Chief Medical Examiner, State of Maryland 
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ANTRENYL®-PHENOBARBITAL 


depresses. ee gastrointestinal motility 
... gastric acid secretion 


.. Nervousness and irritability so 
common in the ulcer diathesis 


SUPPLIED: Antrenyl-Phenobarbital Tablets 
(scored), each tablet containing 5 mg. 
Antrenyl and 15 mg. phenobarbital, 


Other forms: Tablets, 5 mg. Syrup, 5 mg. 
per 4-ml. teaspoonful. Pediatric Drops, 
1 mg. per drop. 


Antrenyl® bromide (oxyphenonium bromide 
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ARTHUR B. SANFORD 


The Gastrointestinal Infections 


@kcanisms present in material passing through 
the intestinal tract are still outside of the body. 
When the tissues are invaded by these organisms 
or the blood stream carries the organisms or 
toxins to other parts of the body, acute symptoms 
develop. Epidemics may occur if a number of 
persons are infected from organisms spread by a 
carrier. The source of the infection must be lo- 
cated if possible. Often it is contaminated food, 
and some food-handler who is not sick may be 
found to harbor the offending bacteria. 

It is futile for the physician to send a sample 
of feces, or other material, to the laboratory 
merely for culture with no indication of the sus- 
pected illness. In most instances the local health 
officer should handle the situation, and the mate- 
rial, properly prepared for transportation, will 
be sent to the State Board of Health Laboratory. 

At times it is important in treating urologic 
conditions to identify organisms of fecal origin 
found in the patient’s urine. The most common 
of these organisms are gram-negative bacilli, 
either Aerobacter aerogenes, a saprophyte found 
on grains, or a group of motile gram-negative 
bacilli of which Escherichia coli is typical. The 
IMViC reaction differentiates the coliform bac- 
teria. This mnemonic, as you may remember 
from your student days, indicates tests for in- 
dol, reaction to methyl red indicator, the Voges- 


*Emeritus Staff, Division of Clinical Pathology, Mayo Clinic; Director 
of Lab ies, Roch State Hospital, Roch i 


Proskauer reaction, and the citrate test. Esch. 
coli produces indol from peptone solution. When 
Ehrlich’s aldehyde reagent is layered on a cul- 
ture containing peptone but no broth, a red color 
indicates the formation of indol. A. aerogenes 
does not form indol. Esch. coli produces a high 
degree of acidity in dextrose broth culture as 
shown by the addition of methyl red indicator. 
On the other hand this indicator turns yellow 
when added to cultures of A. aerogenes which is 
methyl red negative. 

The Voges-Proskauer test detects the presence 
of acetyl methyl carbinol which is oxidized to 
diacetyl in the presence of alkali. For this test 
5 cc. of 10 per cent potassium hydroxide solu- 
tion is added to a culture grown in dextrose- 
peptone broth for four or five days. A deep pink 
color develops in cultures that have developed 
acetyl methyl carbinol, now turned to diacetyl 
by the alkali. The diacetyl combines with a por- 
tion of the peptone to produce the pink color. A. 
aerogenes cultures are Voges-Proskauer positive: 
Esch. coli cultures do not produce acetyl methyl 
carbinol and are Voges-Proskauer negative. 

A. aerogenes grows in a synthetic medium 
with sodium citrate as the sole source of carbon. 
while Esch. coli will not grow. Using the IMViC 
combination of differential tests, typical Esch. 
coli is (+ + — —), typical A. aerogenes is 
(— 


(Continued on page A-42) 
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brand of hydrocortisone 


tablets 


Using Cortrit Vaginal Tablets as supportive therapy in conjunction with 
usual measures, 18 investigators* treated monilial, trichomonal, senile, 
allergic, and nonspecific vaginitis. They obtained a good to excellent 
response in 90 per cent of patients. 

CorTRIL, by virtue of its anti-inflammatory action, reduces local edema 
and inflammation in vaginitis. The resultant relief from vulvovaginal itch- 
ing and discharge is often obtained within minutes or hours, as contrasted 
with two to three days with ordinary measures. 

administration: Insertion of 1 or 2 tablets daily. supplied: 10 mg. tablets. 


* Personal communications 


PFIZER LABORATORIES Division, Chas Pfizer & Co., Inc. 
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Laboratory Notes 


Culturing urine directly on a differential medi- 
um such as E.-M. B. agar, containing lactose, 
eosin and methylene blue as indicators, will 
demonstrate colonies of Esch. coli and A. aero- 
genes. Esch. coli usually show dark centers with 
a metallic sheen, while A. aerogenes are usually 
larger and are not as dark as Esch. coli. 

Galactinol, another definitive carbohydrate, 
has been reported.’ It is a galactoside isolated 
from sugar-beet liquor. Fermentation tubes con- 
taining 1 per cent galactinol show no fermenta- 
tion with cultures of Esch. coli, Shigella, Proteus, 
Pseudomonas or Alcaligenes. Fermentation oc- 
curs with cultures of Klebsiella, Aerobacter and 
Salmonella. 

The Salmonella is a very important genus of 
intestinal bacteria. More than 200 species, all 
pathogenic for man, may be transmitted from 
farm animals, poultry, pets, rodents, water or 
food contaminated by healthy human carriers. 
The most dreaded disease caused by this group 
of organisms was typhoid fever. Fortunately, 
laws and regulations regarding sanitation, and 
widespread inoculations of typhoid vaccine have 
brought this disease under control in most states. 
While physicians in the past have used the Widal 
test as a diagnostic test for the disease, its use 


is now much limited. Recently Dr. H. Bauer, 
director of the Division of Medical Laboratories, 
Minnesota Department of Health, has written on 
the limitations of the Widal test. His conclu- 
sion is that this test is of no practical diagnostic 
value in vaccinated persons or in those with a 
history of previous typhoid fever. Dr. Bauer em- 
phasizes that if typhoid or paratyphoid infection 
is suspected, blood and stool cultures should be 
collected during the first two weeks of illness. 
After two weeks stools from persons having en- 
teric infections that may be salmonellosis or 
shigellosis should be submitted for cultures. 

Cases of food poisoning caused by Salmonella 
transmitted by human carriers are usually re- 
ported when a group of people are suddenly 
afflicted with distressing gastrointestinal symp- 
toms. Reports to the local health officers are pub- 
lished in the United States Public Health Re- 
ports. In Minnesota a year ago, eight children 
under 10 years of age were studied. S. typhimuri- 
um was recovered from stool specimens. The 
source of this infection was probably chicks 
distributed by a supermarket just before Easter 
as a means of publicity. Chicks from two homes 
were infected with S. typhimurium. 

(Continued on page A-44) 
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more potent than cortisone 
or hydrocortisone - devoid of 


major undesirable side effects” 


brand of prednisone. 
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provides more than symptomatic relief in angina, 
combining as it does the tranquilizing, stress-reliev- 
ing, bradycrotic effects of Rauwiloid (1 mg.) with 
the long-acting coronary vasodilating influence of 
pentaerythritol tetranitrate (PETN) (10 mg.). 


© Reduces nitroglycerin 
need 

© Reduces severity of 
attacks 


pong In both hypertensive and normotensive 


patients with angina or status anginosus, 
PENTOXYLON is equally indicated, since 
Rauwiloid lowers elevated blood pres- 


+ eee mepene sures, but does not affect normal tension. 


© Reduces anxiety, allays 
apprehension 


© Lowers blood pressure in 
hypertensives Dosage: One to two tablets q.i.d. 


© Does not lower blood Descriptive brochure 
pressure in normotensives on request. 


© Produces objective 
improvement demon- 
strable by ECG. 


LABORATORIES, INC., tos anceces, cauir. 
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Laboratory Netes 


In January of this year the New York City ing been served ham sandwiches. Coagulase-posi- 


Health Department reported an outbreak of sal- __ tive staphylococci (considered a sign of patho- 
monellosis in five unrelated groups of persons _ genicity) were isolated from the ham. 

who, on three successive days, celebrated at a These are but a few examples of many such 
night club. Of a total of 200 persons, 75 became occurrences. I wish only to remind you that such 
ill with nausea, vomiting and diarrhea. There cases, with sudden and often alarming symptoms 
was one death. The incidence was high among of gastrointestinal distress, may require prompt 


persons who ate either turkey with gravy or attention by public health authorities to find the 
shrimp with sauce. Stool specimens of 11 of 36 __ source of the infection. 

diners examined were positive for S. panama. 

This same organism was found in the stools of 


REFERENCES 
one regular employee who was not ill. 


C f di h . id . . 1. Grazer, C. D., Ino, James and Dispar, Micuaer: Galactinol, a 
ases O larrhea in epi emic proportions are new definitive enteric carbohydrate. Am. J. Clin. Path. 24:747- 
reported in which various types of Shigella are 750 (June) 1954. 

. 2. Baver, H.: Limitations of the Widal test. Minnesota Med. 
recovered from stool specimens. For example, 38 :189-190 (March) 1955. 
last December 230 children in a school in Ten- 
nessee were ill with diarrhea. One of four cooks 
had positive stool cultures for S. flexneri, type ee ee 
VI. This same organism was recovered from ' 
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some of the patients. 
Very distressing and immediate symptoms of | Reprints of = —_— 

food poisoning result from the toxin developed 

ment are available on re- 

in food contaminated by staphylococci. Last fall quest to the Editorial De- 

the Arctic Health Research Center in Alaska re- partment, PosTcRADUATE 


| 
ported that 20 passengers on a flight from Tokyo | Menicine, Essex Building, 
| 


to Anchorage suddenly became ill with chills, Minneapolis 3, Minnesota. 
fever, nausea and vomiting two hours after hav- 


Reserpine therapy 
| free of unpleasant nasal congestion 
SANDRI PYRON | 


—relieves nasal stuffiness in 75 percent of pa- 

GF, tients who experience this annoying side-effect. 
lly Each tablet combines 0.25 mg. ‘Sandril’ and 

7.5 mg. ‘Pyronil.’ 
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decongest 
“stuffy nose” 


safe, 
oral dosage 


Novahistine 


ELIXIR /TABLETS/ FORTIS CAPSULES 


Oral use of this synergistic combination of vasoconstrictor and anti- 
histamine takes the “sting” out of decongestion... eliminates risks 
of improperly used topical agents. And, Novahistine causes no jit- 
ters, insomnia, or drug tolerance. 


Each Novahistine Tablet, or teaspoonful of Elixir, provides 5.0 mg. 
phenylephrine hydrochloride and 12.5 mg. prophenpyridamine 
maleate. In NOVAHISTINE Fortis Capsules the phenylephrine con- 
tent is doubled, for patients needing greater vasoconstrictive effect. 


PITMAN - MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES 
INDIANAPOLIS, INDIANA 
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LONDON 


The Finsbury scheme 
for old people—One of 
the problems in all com- 
munities today is what to 
do with elderly people, 
for one of the conse- 
quences of improved hy- 
gienic conditions and the 
conquest of infections and 
other diseases is that people are living longer. 
The London borough of Finsbury, under the 
direction of its medical officer of health, Dr. 
Blyth Brooke, has tried to solve this problem by 
providing a factory where old people who are 
unable to do ordinary commercial employment 
can work for a part of each day in congenial 
surroundings in the company of others. The 
scheme has proved a great success, with the re- 
sult that a commodious new factory was recently 
opened in Finsbury by Lord Horder, the build- 
ing being made possible by several generous 
benefactions, including grants from the Nuffield 
and other trusts. This new building has accom- 
modations for 120 workers, the average age of 
the men being 71 and of the women 70. They 
work for two hours in the morning or afternoon 
for five days a week and each worker is paid a 
small weekly wage (it has to be small so as not 
to interfere with the old age pension payable 
after 65). The object of paying a wage is chiefly 
to demonstrate practically that the work is of 
real use, and not just a diversion or mere occu- 
pational therapy. Examples of the work done in- 
clude making finger and thumb stalls, assembling 
elements for electric irons, assembling bottles for 
eye and nose drops, covering coat hangers and 


FROM POSTGRADUATE MEDICINE’S CORRESPONDENTS 


making nylon nightdresses. The trades unions 
were inclined at first to look askance at the 
scheme, but withdrew all opposition when it was 
made clear that the ordinary commercial rate is 
charged for the work undertaken and goods 
made are sold to businesses at fair-trade rates. 

There can be no doubt of the value of the 
scheme to the workers in preserving their health 
and contributing to their happiness and content- 
ment. Observation shows the improvement that 
takes place in general mien, in greater self-con- 
fidence, and in increased personal pride in dress 
and appearance. This evidence leaves no doubt 
of the self-respect engendered by their being able 
to share community life and being able, through 
skill and exertions, to earn extra money. 

Ban on heroin—Dr. A. H. Douthwaite, a 
leading English authority on pharmacology, has 
recently written a pungent letter to the British 
Medical Journal (April 9, 1955) protesting the 
Government's decision that, after current licenses 
expire, manufacture of heroin will be permitted 
in England for scientific purposes only, and the 
import of the drug will not be permitted. He 
insists that the ban on heroin is being imposed 
not in response to any demand for such action in 
England, but solely as the result of political pres- 
sure from foreign countries and the World Health 
Organization. Have our legislators been advised, 
he asks, that morphine causes severe vomiting in 
10 per cent of patients, or that pethidine, a drug 
of addiction, is less reliable than heroin, and is 
also frequently emetic in action, or that codeine, 
except in constipating and highly depressant 
doses, may not ameliorate cough associated with 
tracheitis? The fact is, states Dr. Douthwaite 
bluntly, that there is no complete substitute for 

(Continued on page A-58) 
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THE LAVORIS COMPANY, Minneapolis, Mi Minn. 


PRESENT CLINICAL EVIDENCE INDICATES DORIDEN IS NOT HABIT FORMING. 
Tablets (acored), 0.25 Gm. end 0.5 Gm. 
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heroin, and the English Dangerous Drugs Act is 
a highly effective agent to discourage addiction. 
Clinical practice, he insists, must be kept free 
from political interference. 

Effects of radioactivity on man—One of 
the advantages or disadvantages of the demo- 
cratic constitution of the British House of Com- 
mons is that a debate may be held on any subject 
in heaven or earth, at which experts and cranks 
alike may make public their opinions. Thus a 
motion signed by seven women M.P.’s urged on 
the Government the need for further considera- 
tion of the long-term effects of nuclear explo- 
sions. They expressed fears about the dangers 
facing humanity from continuing radioactive 
contamination of the atmosphere, and pressed 
for a conference of American, Russian, British 
and French scientists on the subject. Dr. Edith 
Summerskill, who is a doctor as well as a promi- 
nent Socialist leader, suggested that man has in- 
vented a lethal weapon the properties of which 
offer a threat to the procreative powers of wom- 
en. It has been stated that the amount of radia- 
tion so far released by nuclear explosions is no 
greater than the amount to which a patient hav- 
ing a chest x-ray is exposed, but, she insisted, 
the fact is overlooked that the effect of radiation 
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in the atmosphere is cumulative. She said that 
there is evidence that a pregnant woman who is 
exposed to only a moderate dose of radiation 
runs the risk of aborting or giving birth to a 
stillborn child. Other members of Parliament 
(six women among them) supported this thesis 
with more or less well-considered arguments, but 
a cold douche was administered by the Minister 
of Health, Mr. Iain Macleod, who had armed 
himself with the best medical and scientific ad- 
vice available. 

Macleod said that calculations show the total 
amount of radiation received by people in Eng- 
land from all nuclear detonations so far is about 
0.03 r, or about one-three-hundredth of the aver- 
age natural exposure during a person’s repro- 
ductive lifetime. Even this average figure is arti- 
ficially high, because it assumes that a man 
stood outside in the open for 24 hours a day for 
about 50 years, and if he were indoors or under 
cover the figure would be greatly reduced. He 
expressed doubts about the value of the two cur- 
rent suggestions being canvassed—the proposal 
for a scientific conference, and the extension of 
the agenda for the international conference at 
Geneva in August to explore the benign and 
peaceful uses of atomic energy. A good deal of 
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research on the subject is actually going on in 
England under the Medical Research Council. 
Pneumococcal meningitis—Dr. C. D. R. 
Pengelly has recently (Brit. M. J., April 9, 1955, 
p. 870) published a study of a series of 78 cases 
of pneumococcal meningitis in the Bristol area, 
with some interesting conclusions. The cases were 
unselected, and included patients already having 
chronic and wasting diseases, and the mortality 
was 49 per cent. The prognosis was much worse 
in patients over 50 years of age, and coma or 
convulsions occurring at the time of admission 
to hospital influenced the prognosis very unfa- 
vorably. Middle ear or mastoid disease was the 
commonest source of infection (38 per cent), 
but in 33 per cent of the cases no course of in- 
fection or other predisposing cause could be 
found. Pneumonia was not a common source of 
the infection. Combined sulfonamide and _peni- 
cillin therapy still remains the treatment of choice 
for pneumococcal meningitis. Penicillin should 
be given by both the intramuscular and the in- 
trathecal routes; the intrathecal penicillin should 
be given in daily doses of about 20,000 units 
only, for about 7 to 10 days. Much larger doses 
should not be used, as they are known to produce 
to the cord and cauda equina. 
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ACTH in carbon 
monoxide intoxication 
—At a clinical meeting of 
the University hospitals 
Dr. P. Formijne, profes- 
sor of internal medicine, 
presented a 10 year old 
boy with carbon monox- 
ide intoxication. This was 
caused by his mother’s 
suicide attempt. The boy was admitted to the 
hospital in serious condition, but during the first 
two days he seemed to recover and regained con- 
sciousness under carbogen treatment. However, 
after two days his condition deteriorated and 
he developed symptoms of chorea. He was al- 
most moribund when treatment with ACTH was 
started. *.fter the first day of this treatment his 
condition had already improved, and within a 
few days he recovered. The boy is quite cured. 
Dr. Formijne pointed out that one case does 
not warrant any conclusions and he therefore 
does not advise ACTH treatment in all cases of 
carbon monoxide intoxication, but suggests that 
(Continued on page A-60) 
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in similar cases where routine treatment fails, 
ACTH therapy may be tried. 

Penicillin and penicillin-bismuth treat- 
ment of early syphilis—There is as yet no 
agreement in this country as to whether treat- 
ment of early syphilis with penicillin alone is 
sufficient. Reliable conclusions can be reached 
only after a considerable number of patients 
treated in this way have been followed up for 
some years. This has been done by Dr. E. P. van 
Steenbergen (Nederl. Militair Geenskundig 
tijdschr. 8:11, 1955), Central Military Hospital 
at Utrecht, where penicillin and_penicillin-bis- 
muth therapy of early syphilis was begun in 1946. 

During a four to six year period, 552 patients 
were followed. Group 1 consisted of 171 patients 
who were treated (in accordance with the litera- 
ture of that time) with 24,000,000 units of peni- 
cillin (eight daily injections of 40,000 units for 
seven and one-half days). No differentiation was 
made among patients with primary or secondary 
syphilis or with positive or negative blood tests. 

Group 2 consisted of 381 patients in whom 
penicillin treatment was combined with bismuth 
treatment in the following ratios: For primary 
seronegative syphilis, 2,400,000 units of penicil- 
lin and 12 injections of 2 cc. bismuth suspension 
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in water; for primary seropositive syphilis and 
secondary syphilis, 4,000,000 units of penicillin 
(eight daily injections of 50,000 units for 10 
days) and 12 injections of 2 cc. bismuth. 

Re-treatment was necessary in 29.8 per cent of 
the patients in group | (penicillin only treat- 
ment), and in 9.2 per cent of the patients in 
group 2 (penicillin-bismuth treatment). 

In 132 patients from group 1 and 181 patients 
from group 2, lumbar puncture was performed 
after five years. In all these cases the cerebro- 
spinal fluid was normal. 

The combined  penicillin-bismuth treatment 
was given after it became evident that, a few 
months following treatment of group 1 with peni- 
cillin alone, re-treatment was already necessary in 
approximately 10 per cent of the patients. 

The results of the treatment of group 2 (peni- 
cillin-bismuth), in which the penicillin dosage 
was rather small, appear to be the same as 
results with the SALVARSAN®-bismuth treatment 
(Bonn’s system of Erich Hoffmann). 

Van Steenbergen compared his results with 
the data on 1,045 patients with early syphilis 
treated from 1940 to 1947 in the University Hos- 
pital of Skin and Venereal Diseases at Utrecht. 
There was no significant difference. 
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In addressing a group 
such as this, a speaker 
must, I think, take into 
consideration the fact 
that his audience has 
gone to the trouble of 
traveling considerable 
distances to listen to 
medical talks. He must 
so set the tone of his 
discussion that his re- 
marks will be taken 
back for application in the areas represented 
by his audience. I am assuming, then, with 
good justification, that you are the leaders in 
your areas, that you are the people who will 
determine not only the present course but also 
the future course of action in those areas. My 
remarks concern a course of action which you 
can apply over a broader field than simply 
your own obstetric activities. 

I have come here frankly to propagandize 
for maternal mortality studies. | want your 
help. This discussion will cover three phases 
of the subject: (1) the development of the 
problems of maternal mortality in this coun- 
try and this state; (2) the background of 
maternal mortality expressions; (3) a group 
of situations which we have turned up in our 
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maternal mortality study which seem to rep- 
resent the fields which require attack if we 
are to make further progress in reducing ma- 
ternal mortality in this country. 

In the 1920s the United States had the 
peculiar distinction of having the worst ob- 
stetric record, except for one small South 
American country, of any nation in the world. 
The national maternal mortality rate was 6 
deaths to every 1000 live births. In fact, the 
midwife system in Europe was producing con- 
siderably better results. | am going to Eng- 
land next summer to take part in an argument 
about the British midwife system, under which 
the mortality rate is comparable to ours of 
about 15 or 20 years ago. For economic or 
training reasons, they cannot see their way to 
the turning over of obstetrics to doctors again. 

The story of maternal mortality in this 
country actually is that of the change in the 
doctors’ approach to obstetrics. One conclu- 
sion certainly emerged clearly from the old 
material: The untrained obstetrician with an 
operating room to back him up and not enough 
sense to use it was more dangerous than an 
untrained midwife with legal standing. 

Improvement has come, for many obvious 
reasons. Blood and antibiotics have eliminated 
to a considerable extent the problems of hem- 
orrhagic shock (although I will say more 
about that later) and of infection. But these 
were not the main reasons for improvement. 

In the United States, at present, the mater- 
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nal mortality rate is something less than 1 
death to every 1000 live births; that is, one 
woman dies now where six died 25 years ago. 
In Minnesota the official figure for 1953 is 
0.4 to 1000. We have achieved something 
which was unachievable, and I am going to 
explain that a little later. 

One can conclude from this that it is pos- 
sible to get acceptance by a large group of 
physicians of features of obstetric care which 
can be demonstrated to be efficient. Maternal 
mortality studies are part of that demonstra- 
tion. The great mass of physicians who care 
for the obstetric needs of the people in this 
country represent the most efficient large group 
of obstetricians in the world. This is an ac- 
complishment of first-rate importance and one 
which our predecessors would not have thought 
possible. 

Our generation can indulge in some hum- 
ble pride, but only for a moment. Pride and 
progress are uneasy bedfellows, and I am now 
going to try to find fault with our armor and 
chart our future course. This will be painted 
with broad strokes, and it will be assumed 
that the problems present in Minnesota are 
similar to those which will be met elsewhere. 

In order to attack any situation which can 
be improved, the obvious first step is to get 
factual information. Sit down some time and 
think about the backgrounds of the decisions 
that you yourself make. You will find that 
often they are pretty sketchy. If you compare 
a carefully accumulated report of a maternal 
mortality study with the material in the cur- 
rent textbooks, you will find again that the 
authors of the textbooks are living in what is 
very often a fool’s paradise. One simple exam- 
ple of that may interest you: In Minnesota, at 
present, obstetric anesthesia is for practical 
purposes as dangerous as eclampsia. In one 
textbook, 50 pages were given to eclampsia, 
compared with one page on the very real prob- 
lems of anesthesia. One can apply the same 
sort of critical approach to any field of medi- 
cine and come up with the same sort of gen- 
eral conclusion. 

In 1941 we set out to obtain accurate data. 
The state medical society set up a maternal 
mortality committee, which functioned through 


the university. A group of our own young men 
took on the responsibility for the actual in- 
vestigation. These investigators were sent to 
the site of every maternal mortality. They 
brought back masses of study collections of 
details, which were put together in the depart- 
ment. A summary was made, and the final 
evaluation then was passed on to the commit- 
tee, which met three or four times a year. 

Would it interest you to know that approxi- 
mately two-thirds of the diagnoses on the death 
certificates in maternal mortalities in Minne- 
sota are wrong; that death due to embolism is 
for practical purposes never correct; that we 
are finding in this state that approximately 
one-third of the total maternal mortalities are 
never reported as such? These are things you 
perhaps do not think of when you listen to 
someone talk about a maternal mortality study. 
And when you hear that certain proportions 
of these deaths are due to this and to that, as 
things stand now, you and I are turning up 
information which is at least two-thirds faulty, 
and the data which are obtained from that are 
the data which are determining what we shall 
teach, how we shall teach it, how we shall go 
about changing things. I think the conclusions 
from that are obvious. 

After the death certificate finally appears 
for study, there are still further catches, and 
when we add one set of catches to another we 
increase the problem by geometric proportion 
rather than simple mathematical progression. 

In this sense, then, there are real dangers 
in accepting the data, however well handled 
they may be mathematically, which come 
from such things as death certificates. Cer- 
tainly it is dangerous to attempt to compare 
one state with another, because habits in one 
state can be different from those in another. 
There is, then, danger of what we might call 
“nature faking” that may be intentional or 
unintentional. The vast majority of this is, I 
think, unintentional, but under any circum- 
stances it is something that is not at all what 
it appears to be. 

Out of a maternal mortality study such as 
that which we have made, we expect to get 
more factual data. 

What happens when the death certificate 
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appears in the state health department for 
evaluation? Are you familiar with the fact that 
the Census Bureau rules have set down in a 
broad sort of way what they consider to be 
an obstetric and a nonobstetric death? And 
that the reports that you get in terms of state 
maternal mortality rates are the reports of 
only those deaths which are considered to be 
obstetric deaths? 

For example: A pregnant woman was in- 
jured in an automobile accident. She was 
brought to a hospital. The doctor had been 
working all night; he was tired. The patient 
was in shock. A couple of other people were 
hurt in the accident. The woman died. Her 
death certificate carried the story of the auto- 
mobile accident, death from shock. An autopsy 
was done after that death certificate was turned 
in. She had a ruptured uterus and she died 
because this was not recognized and treated. 
That was a nonobstetric death and was not 
counted in this state. Is rupture of a pregnant 
uterus an obstetric condition or is it not? 

Now, understand that the person who has 
to make these decisions as to whether deaths 
are obstetric or nonobstetric makes them on 
the basis of about six words that appear on 
the death certificate. Is it possible for him, an 
untrained person and often uninterested, to 
follow some vague set of rules set down by the 
Census Bureau and come to a rational conclu- 
sion? It is a very bad mathematical principle, 
and one never uses it in investigative work. 
Once you report only a part of any material, 
your work for the rest of your life, perhaps, is 
not believed, and you will not be able to get 
acceptance for anything else. It is a general 
rule, then, in statistics that one presents his 
whole material and after that breaks it down 
as he sees fit to draw conclusions as he inter- 
prets it. 

We are very anxious, then, that this bio- 
statistical nonsense be stopped, and that ma- 
ternal mortalities in a given area be reported 
in toto—not as obstetric deaths but in toto. 
After that, you may do what you wish with 
them. We shall come out with something much 
closer to reality if we do it that way. 

What has come out of this maternal mortal- 
ity study? We have watched, since 1941, the 
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maternal mortality in this state drop from 2 
to every 1000 live births to what is reported 
now as 0.4; that is, it has been cut to one-fifth. 
What is infinitely more important from the 
point of view of the doctor, we have watched 
the preventable deaths drop from 75 per cent 
(three-fourths of the women who died in 1941 
died as a result of situations which were pre- 
ventable) to 17 per cent on last year’s report. 
On the basis of 2 to 1000 in 1941 and the 
three-fourths preventable rate, the irreducible _ 
minimum for maternal mortality, reporting 
all cases, was 0.5. Again, we have achieved a 
rate in this state which is less than the basic 
minimum, and we still have one in five of 
those patients whose death can be prevented. 
I do not think there is anything more satis- 
factory that one can do in his obstetric life 
than to have an association such as this. It is 
something of which our age, our generation, 
can be extremely proud. 

A second important feature of this maternal 
mortality study has been, of course, that it has 
corrected our teaching. We have changed the 
stress in relationship to the realities. Dr. Litz- 
enberg, who was my predecessor in the De- 
partment of Obstetrics and Gynecology at the 
University of Minnesota, taught most of the 
practitioners concerned. We found that in 
1941, three of every four of the patients who 
died (who undoubtedly represented selected 
material and probably the concentration of the 
poorest of the obstetric handling in the state) 
had never had internal pelvic mensuration. 
That means something to us as teachers. What- 
ever it is we are telling students is not being 
applied in the field. 

Now, is there any question in your minds 
but that every obstetric patient must have not 
only a pelvic mensuration but an extremely ac- 
curate one insofar as midpelvis is concerned? 
(This, again, is a contribution of our genera- 
tion in the pelvic dystocia field.) I hope you 
will take this home with you. There must be 
some sort of regulatory mechanism set up in 
hospitals to force the clinically lazy people 
within the group to carry this out. 

Is pelvic mensuration important? Many of 
these maternal mortalities were ascribed to 
something like aspiration pneumonia. It is 
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true that these women died of aspiration 
pneumonia, but the question arises as to why 
they died of aspiration pneumonia. Here is a 
typical case history: An obstetric patient came 
into a doctor’s office. Her pelvis was not ex- 
amined. She began labor with a large baby. 
An attempt was made eventually, in an ill- 
prepared state, to extract the baby under gen- 
eral inhalation anesthesia. She aspirated and 
became shocked, and they did not get the 


_ baby out. They reanesthetized her. Again she 


did the same thing, and again they were un- 
able to deliver the baby. A third time they 
attacked that patient with local anesthesia; 
they broke down the baby’s skull and ex- 
tracted the baby, and the patient died of as- 
piration pneumonia. She died because she did 
not have a pelvic examination at that first pre- 
natal visit. This omission had snowballed into 
its final end, which was aspiration pneumonia. 

The things you were taught must be ap- 
plied carefully in the districts in which you 
practice, and the application must become 
general. The lessons learned during the school 
years are important, particularly remotely, in 
the handling of the obstetric problems which 
present themselves, and so in the avoidance 
of preventable deaths. 

Insofar as practice is concerned, the actual 
practical application of the findings of the 
maternal mortality study, we turn now auto- 
matically to a consideration of individual en- 
tities. Again, I am frankly soliciting your 
support. I ask that you write these things down 
in your minds, that you take them back into 
your districts, that you think of them, and that 
you begin now to apply things which will 
change them. There is no question but that 
the same problems are arising in your home 
areas as are present here. 

These, then, are the things which have come 
out of the maternal mortality study—the actu- 
al practical problems we have to face if we are 
to improve obstetric care. Please understand 
that we are dealing here with mortalities. No 
one has any idea what the morbidities are, 
what the fetal damages are. That is a blind 
area in our field. The problem, of course, is 
always diagnosis. The adequacy of the diag- 
nosis on babies who die in association with 


delivery or who are damaged may require 
lengthy follow-up. We are eventually going to 
use sampling technics rather than total tech- 
nics for these studies. We have every reason 
to believe that a great deal of the central ner- 
vous system damage, in particular, associated 
with delivery is the result of preventable fac- 
tors. We are asking that you set up circum- 
stances so that a patient who is delivered can 
get up off the delivery table, as all of us re- 
quire at the moment, and walk back to her 
room, and so that the baby will cry when its 
nose and throat hit the air—not three or four 
or five minutes later. These are the circum- 
stances which can be expected to short-circuit 
whatever is the real damage being produced 
in these babies. 

We must learn to control the problems of 
analgesia and anesthesia in obstetrics. From 
the mother’s point of view, the risk, of course, 
was and still is immediate death. It has been 
interesting to watch this change. Since 1941 
there has been a complete change in regard 
to anesthesia deaths in this state. They all used 
to be aspiration deaths. Indeed, we noted that 
in several hospitals we were finding concen- 
trations of them, and we were able to change 
the whole setup in those hospitals in regard 
to the handling of anesthesia. There has not 
been an aspiration death in this state now for 
several years, but, as so often happens, some- 
thing else has taken its place. 

The problem now, from an anesthesia point 
of view, is death as a result of respiratory 
paralysis from conduction or spinal anesthe- 
sia. The time has come when every physician 
doing obstetrics must recognize that the ob- 
stetric patient is abnormally sensitive quanti- 
tatively to intrathecal anesthetic agents. The 
dosage that a pregnant woman will tolerate 
without difficulty is somewhere between a half 
and a third of that which the normal adult will 
tolerate. Patient after patient is being de- 
stroyed in this state as a result of overdosage 
in spinal anesthesia. Twenty milligrams of 
PONTOCAINE® is all right for the average adult, 
or 180 mg. of Novocain®. When the dosages 
are somewhere around 3 or 4 mg. of Ponto- 
caine for the pregnant woman (and somehow 
I think they should not be over 60 mg. of pro- 
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caine), remember that she is abnormally sen- 
sitive to intrathecal drugs in terms of quantity. 

If | had my choice in a cesarean section 
that was being done on me (and I am obvious- 
ly exaggerating to make my point), | would 
quickly train a newsboy to do the section and 
put the trained, the skilled physician at the 
other end of the table in charge of my cardio- 
vascular and respiratory systems. There is no 
question but that less damage would be done 
under those conditions than under circum- 
stances of cesarean section as it is done today. 
This business of two doctors getting together 
to do a cesarean section—one man doing the 
spinal anesthesia and the other scrubbing up 
to do the operation, both of the men turning 
into the patient’s belly with no one but a vague 
circulating nurse to watch the respiratory 
function of that patient—must stop. This is 
dangerous business. It is killing people and 
the time has come for it to stop. 

What alternative have we? Local anesthesia 
is not as satisfactory an anesthetic as conduc- 
tion anesthesia. On the other hand, no one can 
go wrong with ordinary procaine. For that 
reason, in view of the fact that our teaching 
has to apply to circumstances of ill-equipped 
and perhaps small hospitals with limited per- 
sonnel, we are teaching and urging that the 
students take local anesthesia for obstetrics 
out with them. 

I have not done a cesarean section under 
anything other than local anesthesia for more 
than 20 years. You can do the same. There is 
no risk to the mother, and the circumstances 
are very much safer for the baby. 

I am not concerned here with what goes on 
in the well-equipped hospital with apparatus 
and personnel designed to take over the com- 
plete observation of the patient—to take over 
her respiratory function, if necessary. I am 
very much concerned, however, with the safe- 
ty of those women who are being delivered 
under less efficient circumstances, and these, 
of course, represent the vast majority of the 
obstetric problem patients. 

From the baby’s point of view, combina- 
tions of drugs present a risk. A baby will take 
one drug associated with analgesia and will do 
quite well if we do not add to that a traumatic 


July 1955 


labor. If, however, we add an inhalation anes- 
thetic from the mother and trauma to the baby 
in the process of delivery to something in the 
way of a shocking procedure for the baby, 
then these babies die. Go gently with your pre- 
liminary analgesia. Think of the possibility 
that that baby may have something else added 
to it during the course of the labor. 

The problem with blood is no longer one of 
availability. But it is not being given quickly 
enough or in sufficient quantities. This is one 
of the major fields for necessary attack. It is 
also clear that there is no substitute for blood 
in the treatment of hemorrhagic shock, and 
don’t let the people who have drugs to sell as 
substitutes for that sell them to you. 

The big problem now is one of the refine- 
ments of modern surgery—the lack of under- 
standing by the generally practicing doctor of 
the adequate calculation and use of such sim- 
ple things as salt and water. I could give you 
case history after case history of patients such 
as the one who had nasal suction continued 
for some 13 days. She got some 1200 cc. of 
total fluid, half of which was saline. She ended 
up with carpopedal spasm. She was killed as 
the result of the fact that chloride was removed 
and was not replaced. Physicians must famil- 
iarize themselves with the problems of sodium, 
of chloride, of water and of potassium. These 
things are essential. 

Accouchement forcé is the cause of a large 
proportion of the hemorrhagic deaths in this 
state, and it must go out of obstetric practice. 
Other more efficient methods can be substi- 
tuted in circumstances under which accouche- 
ment forcé is used. 

One other need for improvement which 
stands out clearly if we are to make progress 
in this field is the need for restrictions to be 
set up within hospitals so that there are mini- 
mum standards of general physical examina- 
tion, history-taking and simple laboratory 
examinations. Time after time these simple 
things—not things that require complicated 
apparatus——applied routinely would change 
the subsequent course of the patient. 

I hope that I have convinced you of the 
necessity for your support in studies of mater- 
nal mortalities. 
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Conservative Treatment 


of Stenosing Diseases 


of the Esophagus 


KARVER L. PUESTOW* 


University of Wisconsin Medical School, Madison 


@sstruction of the 
esophagus is the most 
serious condition en- 
countered in esopha- 
geal disease. It causes 
dysphagia, the most 
common symptom ref- 
erable to the esopha- 
gus. Dysphagia is the 
only symptom which A 

alone is referable to the | KARVER L. PUESTOW 
esophagus. Any other 

symptom which may be of esophageal origin 
may also originate in other organs of the body. 
Uncorrected obstruction leads to a miserable 
death by starvation. The objective of therapy, 
therefore, is to maintain the continuity of the 
gastrointestinal tract. This can be effected 
readily by applying conservative measures in 
all cases of obstruction of a functional nature 
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and in many cases of acquired organic obstruc- 
tion. Esophageal obstruction due to carcinoma 
is an exception for which surgical resection is 
now becoming practicable. Surgery for car- 
cinoma, however, still carries a high operative 
mortality rate.' When patients survive surgi- 
cal extirpation or palliative surgical treatment, 
subsequent obstruction is not an uncommon 
sequela. Until more adequate methods of treat- 
ment become available for these cases, there 
are a few palliative measures which will afford 
comfort, maintain gastrointestinal continuity, 
and at times alleviate the obstruction com- 
pletely for long periods or indefinitely. Physi- 
cians and surgeons do not need special train- 
ing to apply these measures, but should be 
familiar with a few essential facts pertaining 
to the esophagus. 


The Normal Esophagus 


The esophagus lies on the dorsicolumn and 
therefore follows its anteroposterior convexity. 
The distance from the upper central incisors 
to the cardiac orifice is remarkably uniform 
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in the adult (40 cm.).*:* There is an obtuse 
angulation forward and to the left as it passes 
through the diaphragm. This angulation rep- 
resents the site of greatest hazard from leak- 
age or rupture on manipulation. The esopha- 
gus is not covered with serosa, as is the rest 
of the gastrointestinal tract. The serous mem- 
brane acts as a tough limiting surface to re- 
duce the danger of rupture and spread of 
infection. 

The advent of the antibiotics has greatly 
mitigated the danger attendant on rupture of 
the esophagus. Formerly this condition meant 
almost certain death. While there is a remote 
danger of rupturing the esophagus in passing 
a stomach tube, there is a greater danger of 
causing chronic esophagitis with resulting 
stenosis. Parenthetically it should be noted 
that intubation of the esophagus regularly 
causes superficial fissurelike ulcerations which 
usually are not clinically significant. 

The nature and level of esophageal obstruc- 
tion are best determined by roentgenologic 
examination. In addition, the patient usually 
can indicate the exact level of obstruction by 
pointing to the level of distress. In cases of 
cardiospasm the patient will point to the re- 
gion of the ensiform cartilage. If the level of 
stenosis is higher he will be able to locate it 
substernally wherever it occurs. 

The level of obstruction may be confirmed 
by measuring the distance a soft rubber tube 
may be passed beyond the upper central in- 
cisors. One may gain some idea as to the 
nature of the obstruction by the sense of re- 
sistance encountered with such an exploring 
tube. A 22 French colon tube is a convenient 
device in this respect. A nasal tube such as 
the Wangensteen or Levin tube may be too 
soft and pliable to transmit tactile sense. An 
Ewald tube may serve as a convenient substi- 
tute for the smaller 22 French colon tube. 
The undilated esophagus acts as a supporting 
sheath to guide the exploring tube and to pre- 
vent it from buckling. To prevent buckling of 
the tube in the dilated esophagus, a semirigid 
wire curved to the convexity of the dorsal 
spine may be inserted into the tube before it 
is passed. 

Soft rubber tubes of various sizes are most 
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suitable for determining the patency of the 
esophageal lumen at all levels, and the size of 
the tube which may be passed determines the 
degree of stenosis. Adequate nutrition can be 
maintained through the smallest tube, even an 
infantile urethral catheter. 


Case Reports 


An obstructing bolus of meat may even be 
dislodged by passing a rubber tube. An 18 
year old boy had had a chronic low-grade ob- 
struction of the esophagus since infancy as a 
result of having swallowed lye. Some degree 
of dysphagia had been present all his life, but 
he had developed normally and his nutritional 
status was good. Just before we saw him, he 
experienced acute, complete obstruction of 
the esophagus due to lodgment of a piece of 
steak. This bolus was dislodged with a 22 


FicurRE 1. A 22 French colon tube, an Ewald tube and 
semirigid wire guide for determining esophageal patency 
and for measuring level of obstruction. 
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FIGURE 2. Case of acute 
esophagitis in a 17 year 
old girl who swallowed lye 
in a suicidal attempt. The 
ability of the esophagus to 
recover after extensive in- 
jury is demonstrated. 


French colon tube and symptoms were re- 
lieved. The obstruction was so complete that 
an Ewald tube could not be passed into the 
stomach. Dilatation was suggested to give him 
a larger lumen but was rejected because of the 
minor nature of the patient’s symptoms. 

A 17 year old girl, on the other hand, with 
similar esophageal disease, required dilata- 
tion because of dysphagia. She had recovered 
satisfactorily after the initial acute stenosis 
caused by her drinking concentrated lye in a 
suicidal attempt on October 20, 1941. She 
was able to swallow liquid and solid foods 
until November 8, 1941, when dysphagia re- 
curred for all foods except liquids. She had 
lost 14 pounds by November 15, 1941, when 
she was hospitalized. The diagnosis, confirmed 
roentgenographically, was stricture of the 
esophagus following ingestion of lye. Treat- 
ment was started immediately. Metal dilators 
were passed over a wire guide. Improvement 
was prompt with a good functional response. 
By April 1942 the esophagus had been gradu- 
ally dilated seven times. Roentgenograms still 
showed stricture of the distal two-thirds of the 
esophagus, but there was no dysphagia. When 
the patient was next seen two years later, in 
July 1944, an Ewald tube was easily passed 
so that a balloon dilator could be used for 
further treatment. When the patient was last 
seen one month later, in August 1944, x-rays 
disclosed a normal-appearing lumen without 


obstruction to the passage of barium. Normal 
anatomic appearance followed functional nor- 
malcy by two years. 

This case demonstrates the remarkable abil- 
ity of the esophagus to recover after extensive 
injury. It also illustrates that functional re- 
covery can precede roentgenologic evidence 
of recovery. 

In benign stenosing diseases of an organic 
nature, the problem usually is simply that of 
effecting adequate dilatation to enable the 
esophagus to convey an adequate amount of 
food from the mouth into the stomach. In 
these cases complete occlusion is almost never 
encountered, but the stenosis may be so great 
that the esophagus cannot be catheterized by 
even the smallest rubber tube. 

To protect against perforation, some type 
of guide must be used, over which graduated 
dilators may be passed. A swallowed string or 
a fine wire with a flexible fingertip provides 
this guide. We use a fine piano wire, to the 
end of which we have built a fingertip in the 
form of a slender flexible spring with a solid 
tip having a length of 3 in. and a diameter of 
2 mm. The wire must be twice the length of 
the esophagus with an additional surplus to 
be curled up in the stomach. 

With the wire guide in place, the projecting 
end of the wire can be anchored to a suitable 
object, usually the operator’s shoulder, while 
graduated metal olives are passed successively 
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FIGURE 3. Wire guide with protective flexible tip and flexible dilator (as- 


sembled) . 


through the stenotic areas. The olives, per- 
forated from end to end, are carried on a two 
piece flexible support. The distal end of the 
support consists of a short tapered spring 
attached to a rigid copper tube with a female 
screw thread. The proximal part of the sup- 
port is a longer flexible spring attached to a 
short piece of rigid copper tube with a male 
screw thread. The olive is kept in place on the 
rigid tubing when assembled. The proximal 
flexible spring must be long enough to extend 
throughout the length of the esophagus; 43 
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cm. above the olive is a con- 
venient length. 

Dilatation may begin with 
the smallest dilator accepted, 
and continue with dilators of 
increasing size until a good 
functional result is obtained. 
As a patient’s tolerance for 
pain is a guide to dilatation, 
it is imperative that no medi- 
cations be used prior to treat- 
ment by any method. Because 
scar tissue contracts, subse- 
quent retreatment may be nec- 
essary following a series of 
initial treatments. In time the 
rigid esophagus becomes sta- 
bilized so that further treat- 
ment is unnecessary. The fol- 
lowing cases illustrate this 
type of treatment. 

Acute esophagitis devel- 
oped following laparotomy in 
1936 in the case of a 58 year 
old man. After the operation, 
a nasal tube was passed into 
the stomach for one week to 
maintain negative pressure. 
The esophagitis was attributed 
to the implanted tube. Dys- 
phagia with obstructive symp- 
toms developed for all foods 
except liquids, which trickled 
slowly through the esophagus 
into the stomach. Esopha- 
goscopy confirmed the diag- 
nosis of an inflammatory re- 
action. Stenosis involving the 
lower third of the esophagus had resulted. 
Dilatation of the stenosed area by passing 
bougies through the esophagoscope was un- 
successful. Difficulties were encountered with 
a string guide. Subsequently, fingertip dila- 
tors were passed so that sufficient dilatation 
could be effected to permit gastroscopic ex- 
amination in 1938 and 1939. Maximum dila- 
tation was effected in 1943, when a 41 French 
metal dilator was passed. Since then the pa- 
tient has had no difficulty, the only require- 
ment being that he chew his food well. In 
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ricurE 4. A functionally adequate esophagus from a case of chronic esophagitis 
caused by an indwelling nasal tube postoperatively. Time interval 15 years. 


1943 it was necessary to limit calories be- 
cause of obesity. The last dilator was passed 
in 1945, only to determine the adequacy of 
the esophageal lumen. An esophagram in 1951 
showed a slightly increasing dilatation of the 
esophagus above the area of stenosis. When 
the patient was last seen, on September 20, 
1954, at the age of 76, esophageal function 
was adequate. Dilatation in this case was ef- 
fected by using both metal dilators over a 
wire guide and a modified Plummer balloon 
dilator with a flexible fingertip guide. 

This case demonstrates the necessity of 
following the clinical course of the patient as 
a guide to therapy rather than the roentgen- 
ologic appearance of the esophagus. The 
roentgenologic appearance of the esophagus 
suggested a high degree of stenosis both when 
symptoms were present and when the patient 
was asymptomatic and the esophagus was 
functioning adequately. Experience likewise 
suggests that the thickened, fibrosed esopha- 
gus is less likely to rupture on manipulation 
than a normal thin-walled esophagus. 
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It was recognized only recently that the 
stomach can be brought high into the chest 
to replace the esophagus.* Prior to this, radia- 
tion therapy was the treatment of choice for 
carcinoma of the esophagus.” Following radia- 
tion therapy, fibrosis of the esophagus can 
cause a higher degree of stenosis than did the 
carcinoma. With adequate radiation therapy 
followed by repeated dilatation, life has been 
maintained with a functioning intact esopha- 
gus for as long as 11 years, the longest of any 
reported case of carcinoma of the esophagus. 

A 57 year old woman was first seen in 
1934 because of dysphagia which had devel- 
oped gradually for one year during which time 
she had eaten no meat. Her weight decreased 
from 180 to 136 lb. in 18 months. Biopsy of a 
large red mass posterior to the epiglottis es- 
tablished the diagnosis of squamous cell car- 
cinoma of the upper end of the esophagus. 
Because dysphagia increased temporarily 
while the patient received radiation therapy, 
this treatment was interrupted, but resumed 
later. Six series of radiation treatments were 
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given until 1936, when there was no further 
clinical evidence of carcinoma. In 1938 the 
clinical picture of postradiation fibrosis caus- 
ing stenosis with dysphagia developed. The 
esophagus was dilated with metal dilators 
passed over a wire guide with a fingertip. By 
1941 the esophagus was almost completely 
occluded; only a wire guide could be passed. 
There was no evidence of recurrent carci- 
noma. The findings were those of a fibrous 
(postradiation) stricture of the upper third 
of the esophagus. With the recurrence of dys- 
phagia, the esophagus was again dilated to a 
diameter of 13 mm., enabling the patient to 
eat all foods. Subsequently, it was necessary 
to dilate the esophagus every two months un- 
til 1943, at which time recurrence of carci- 
noma was evident and symptoms of laryngeal 
obstruction were present. The patient died in 
January 1944, Autopsy revealed, in part, car- 
cinoma of the upper third of the esophagus 
with cicatricial stenosis and a second primary 
carcinoma of the larynx. The esophagus had 
been maintained throughout as a functioning 
organ; it was not starvation which was the 
cause of death. 

In this case an initial carcinomatous ob- 
struction was converted into a fibrous ob- 
struction from radiation therapy, which at 
first caused relief but later stenosis. 

A 72 year old man was hospitalized in 
February 1953 because of increasing dys- 
phagia and loss of 30 lb. since the previous 
autumn. Food seemed to stick in the mid- 
sternal region. An esophagram disclosed an 
irregular polypoid filling defect extending be- 
low the level of the aortic arch for 10 cm. and 
causing partial obstruction. An ulcerating le- 
sion was visualized by esophagoscopy; a biop- 
sy was taken of a squamous cell carcinoma, 
grade 3 to 4. Although the patient reportedly 
could eat fairly well, it was anticipated that 
jejunostomy would be necessary later. Jeju- 
nostomy was therefore performed and radia- 
tion therapy was then instituted. 

The availability of esophageal dilatation 
was not considered until February 1954, when 
partial obstruction was encountered 25 cm. 
below the central incisors. The jejunal stoma 
had not been used for six months. The esopha- 
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gus was gradually dilated to the size of a 45 
French tube with metal olives over a wire 
guide, and the patient could eat all foods 
without difficulty. By June 1954, dysphagia 
for solid foods recurred. The esophagus was 
again dilated in a similar manner to its largest 
size (45 French). Again, complete relief of 
symptoms followed. 

This patient could have been treated with- 
out interrupting the continuity of the gastro- 
intestinal tract, and the jejunostomy was un- 
necessary. The clinical course was that of 
initial esophageal obstruction from carcinoma 
followed by temporary improvement from 
radiation therapy, resulting in cicatricial ste- 
nosis. Therefore, in this case also, a carci- 
nomatous obstruction was converted to a 
fibrous obstruction. It is inconceivable that 
similar dilatations of untreated carcinomatous 
obstructions would have been tolerated with- 
out rupture in this case or in the one described 
previously. Although the jejunal stoma re- 
mained open and was available to the patient, 


FIGURE 5. Carcinoma of upper end of esophagus. 
Carcinomatous obstruction was first relieved with 
radiation therapy, which later caused fibrous ste- 
nosis. Patency was then re-established by dilata- 
tion with metal dilators over a wire guide. The 
patient lived 11 years from onset of her illness. 
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its use was abandoned soon after the opera- 
tion was performed. 

Another type of esophageal obstruction 
which may be treated satisfactorily by dilata- 
tion is that which may occur in a case of a 
short esophagus with hiatal herniation. The 
patient in the following report also had a pep- 
tic ulcer of the esophagus. 

A 69 year old woman seen in February 
1954 complained that she could not swallow 
roughage. Dysphagia for solid foods had been 
present for three years and she had lost weight 
gradually, from 180 to 123 lb. The food 


FIGURE 6. Case of peptic ulcer of the distal esophagus 
with fibrous stricture and small hiatal hernia of the 
short esophagus type. Dysphagia was relieved by the 
passage of an Ewald tube. 


seemed to catch at the lower end of her ster- 
num. Bicarbonate of soda, which brought re- 
lief in the beginning, no longer was effective. 
Roentgenograms disclosed a peptic ulcer of 
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the distal esophagus with associated fibrous 
stricture and a small hiatal hernia of the short 
esophagus type. An Ewald tube was readily 
passed into the stomach without encountering 
obstruction. Dysphagia was relieved complete- 
ly. It is probable that no further dilatation 
would have been necessary, but to be sure of 
the adequacy of treatment a balloon dilator 
was then passed and the esophagus dilated to 
the point of pain tolerance. The prognosis was 
felt to be good. 


Functional Disturbances 


Many symptoms which frequently are at- 
tributed to the stomach, such as heartburn 
and belching, are of esophageal origin. These 
are especially prominent in the psychoneurotic 
patient. Functional spasm, without organic 
change, is often the cause of distress. Most 
of us probably have experienced such a tran- 
sient, unrecognized occlusion. Relief usually 
follows the drinking of some fluid, and medi- 
cal aid is not sought. When therapy is indi- 
cated, one of the anticholinergic drugs, with 
or without sedation, may be sufficient to re- 
lieve symptoms. Drug therapy is ineffective 
in any other type of stenosis. 

Organic change such as that of the Plum- 
mer-Vinson syndrome, originally described 
by Vinson as hysterical dysphagia,® may oc- 
cur in the wake of a functional disturbance 
and be corrected by passing an Ewald tube. 
When actual dilatation is required, neither 
drugs nor rigid dilators are effective in re- 
lieving symptoms; these cases require dilata- 
tion with an expansile balloon-type dilator. 

Cardiospasm represents such a condition. 
Actually, however, by the time a patient seeks 
medical aid, permanent organic change in the 
nature of dilatation of the esophagus above 
the area of spasm usually has developed. 
Cardiospasm may be defined as a continuous 
functional spasm at the cardiac end of the 
esophagus with secondary organic change 
manifesting itself as a permanent dilatation 
throughout the esophagus above the site of 
spasm. The esophagus becomes a reservoir. 
Inflammation, cicatrization and finally organic 
stenosis develop where in the beginning the 
change was only that of spasm. Treatment of 
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the spastic condition consists of dilatation 
with an elastic balloon-type dilator. Various 
satisfactory technics have been described. The 
method used for the past 22 years at the 
State of Wisconsin General Hospital is a 
modification of that popularized by Plum- 
mer."’® The dilator used incorporates the prin- 
ciple of the fingertip guide instead of the 
metal olive tip of Plummer. It is not neces- 
sary, therefore, to anchor a swallowed string. 
In addition, a removable, semirigid wire is 
used in the tube to prevent coiling in the 
dilated esophagus. The perishable rubber ma- 


Esophagoscopy 


Direct visualization of the esophagus with 
the esophagoscope is necessary for obtaining 
biopsy material from a carcinoma, removing 
foreign bodies, and establishing the diagnosis 
of questionable inflammatory disease, for even 
a benign-appearing ulcer may be malignant. 
The esophagoscope, however, is of little value 
therapeutically. Rarely it may be helpful in 
introducing a guide, but dilators of sufficient 
size cannot be passed through the esopha- 
goscope to effect a satisfactory functional re- 
sult in cases of stenosis. 


FIGURE 7. Balloon dilator with rubber tip guide disassembled and in situ. 


terials are available in any hospital. These 
consist of a 22 French colon tube or an Ewald 
tube about which a balloon dilator covered 
with Penfield surgical tubing acts as a sheath. 
A Russell* hydrostatic dilator provides water 
pressure for dilatation. 
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String Guide Versus Finger-tipped 

Wire Guide 

The advantages in using a finger-tipped wire 
guide® may be summarized as follows: 

1. Treatment using the wire guide can be 
instituted immediately without waiting for a 
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string to become anchored in the intestinal 
tract. 

2. One cannot be sure that a string is an- 
chored until its distal end appears at the anus. 

3. A string may become knotted so that the 
knot obstructs the passage of dilators. 

4. When a wire dilator is used, the patient 
is unencumbered between treatments by not 
having a string protruding from his mouth. 

5. Less skill is required in the use of a wire 
guide. 

6. Less cooperation on the part of the pa- 
tient is required for the passage of a wire 
guide, for it is introduced by the operator and 
not swallowed by the patient. 

7. If obstruction is encountered, its exact 
location can be measured by means of a wire 
and not by a string. 

8. A wire guide may be negotiated through 
areas of marked stenosis where a string, with 
or without a bead, will not pass. 

9. A wire guide may be passed with com- 
plete safety, for the flexible finger-tip prevents 
perforation. 


Summary and Conclusions 


1. Treatment of various obstructing dis- 


eases common to the esophagus is discussed. 
2. Safe, simplified, conservative technics 
for treating both benign and malignant dis- 
eases of the esophagus, enabling the mainte- 
nance of continuity of the gastrointestinal 
tract, are described. 

3. The advantages of a flexible spring or 
rubber guide to replace string guides are pre- 
sented for both rigid and expansile dilators. 

4. A case of squamous cell carcinoma of 
the upper end of the esophagus is reported in 
which the patient was treated by a combina- 
tion of radiation therapy and dilatation and 
lived 11 years after the onset of symptoms. 
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Preparation of the Patient 
for Intestinal Surgery 
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No field has advanced more rapidly or re- 
markably than that of intestinal surgery. In 
each of the last five or six decades new and 
useful adjuncts have been added. Less than 
20 years ago the hospital mortality rate of 
resection of the colon or rectum for carcinoma 
was in the neighborhood of 20 per cent in 
some centers. Currently the mortality rate can 
be approximately a fifth of that if the surgeon 
will meet the high standards now possible. To 
lower this figure still further is a challenge 
that we physicians should accept. Almost cer- 
tainly the accomplishment of this goal will 
hinge on the adjuncts to surgical care. 

We shall not consider here those situations 
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necessitating emergen- 
cy intestinal opera- 
tions, for deliberate 
and extensive prepara- 
tion is impossible in 
these cases. After the 
diagnosis has been 
made and the need for 
definitive intestinal op- 
eration has been deter- 
mined, the problem re- 
mains of preparing the 
patient for such a procedure. This preparation 
must encompass two areas of consideration: 
(1) the general health of the patient and (2) 
the preparation of the intestine. 


EDWARD S. JUDD, JR. 


General Health of Patient 


The status of the patient must be assessed 
in relation to his ability to withstand major 
intestinal surgical measures, and the deficien- 
cies noted must be improved or corrected. 
This will involve evaluating the cardiac and 
renal status, correcting any significant anemia, 


15 


GEORGE D. J. 
GRIFFIN 


WILLIAM H. 
DEARING 


adequately hydrating the patient, lowering the 
nitrogenous waste products in the blood when 
possible, raising low concentrations of circu- 
lating plasma protein, and correcting any elec- 
trolyte imbalance. Whole blood will be a most 
valuable substance in accomplishing these 
measures and should be given liberally when 
its use is indicated. 

Diet, subject to some restrictions to be 
listed subsequently, should be as generous as 
the patient will tolerate, to maintain or im- 
prove his nutritional status, until the day of 
operation. This is true also with ambulation; 
stasis is such a threatening factor, particularly 
in the aged, that we insist on activity pre- 
operatively. More than one patient has died 
of postoperative pulmonary embolism from 
thrombi formed during a static preoperative 
period. If the amount of fluid taken orally is 
limited, it should be supplemented preopera- 
tively with intravenously administered fluids. 
This not only hydrates the patient but also 
aids the kidneys in excreting any accumulated 
nitrogenous waste products. 


Preparation of Bowel 


Preparation of the bowel itself is a com- 
plex matter and requires constant attention if 
it is to be done properly. Also, in recent years 
it has been subject to almost constant revision, 
from which perhaps some pattern is begin- 
ning to emerge. Thus the surgeon must stay 
abreast of developments. There are two ele- 
ments in the preparation which will be dis- 
cussed in detail. 

Mechanical cleansing of bowel—Mechani- 
cal cleansing is the fundamental element com- 
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mon to various methods of preparing the 
bowel. Its objective is to remove the solid 
stool from the intestine insofar as is possible, 
thus eliminating a great proportion of the 
total quantity of bacteria in the bowel. This 
will result in a clean intestine and the opera- 
tion will be easier technically as well as safer. 
The current program of mechanical cleans- 
ing used at the Mayo Clinic is as follows: 
Two days prior to operation the patient enters 
the hospital. He is immediately placed on a 
minimal-residue diet and is given 4 drams of 
sodium phosphate the first morning and 2 
drams that night. The purpose of this is to 
liquefy the stool and promote the passage of 
intestinal contents to within the range of ene- 
mas. Simultaneously the administration of 
antibiotics is begun as detailed in the follow- 
ing paragraph. By that night or the second 
day (the day before operation), the patient 
will be passing numerous liquid stools. Twen- 
ty-four hours before the operation another 2 
drams of sodium phosphate is administered. 
At this time irrigations of the lower portion 
of the intestine are begun; a quart of tap water 
is used each time for five irrigations in the 
morning and five irrigations in the late after- 
noon. The nursing staff should note carefully 
the color and character of the returns on the 
patient’s chart so that the surgeon may have 
positive means of determining that the irri- 
gations have been sufficient to cleanse the 
bowel. If the enema returns are not clear, fur- 
ther irrigations are indicated. Rectal aspira- 
tions are begun at 6 A.M. on the day of opera- 
tion and continued every two hours until the 
patient goes to the operating room. This is to 
remove any excess fluid from the bowel. 
Administration of antibiotics—The experi- 
ence and investigations of Dearing and co- 
workers’ ° have led to the preparation of the 
majority of patients undergoing intestinal sur- 
gery at the clinic during the last two years 
with the administration of neomycin and oxy- 
tetracycline (TERRAMYCIN®). These drugs are 
by no means ideal in all of their features and 
have produced problems in the postoperative 
period which will be mentioned. However, 
their combined use has been an excellent ad- 
junct to the mechanical cleansing of the bowel 
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and a good method of eliminating most of the 
pathogens which would remain in the intes- 
tine if the mechanical cleansing process alone 
were used, 

The method recommended by Dearing and 
Needham*'* has been employed, that is, 1 gm. 
of neomycin and 0.25 gm. of oxytetracycline 
administered every hour for four doses two 
days before surgical intervention and then 
1.5 gm. of neomycin and 0.25 gm. of oxytetra- 
cycline given at 6 A.M., 12 noon, 6 P.M. and 
midnight the day before operation. Each dose 
is recorded as it is administered and any side 
effects must be noted. 

On our own surgical service, recent difficul- 
ty, which is discussed subsequently, has led 
us to try omitting oxytetracycline in our pre- 
operative antibiotic program. 


Factors Limiting Bowel Cleansing 


There are many factors which limit the ef- 
fectiveness of cleansing the bowel. The sur- 
geon should be aware of these limitations and 
be alert to their presence, for they will impair 
the quality of the preparation. Those which 
most frequently present difficulties will be 
mentioned briefly. 

Insufficient antibiotic administration—The 
surgeon must be certain that the proper dose 
of medication is given and recorded on the 
patient’s chart by the nursing staff. Reported 
failures in other clinics appear to be due to 
too small a dose of the antibiotics. 

Vomiting the medication—If vomiting is 
caused by gastric irritation produced by the 
medication, it may be corrected by admin- 
istering the antibiotics at mealtime or with a 
diet supplement. As explained later, milk 
should not be given. Occasionally a patient 
may vomit for psychic reasons and time should 
be taken to discuss the value of the prepara- 
tion with the patient. 

Milk in the diet—Some patients may de- 
liberately or inadvertently receive milk in 
their diet, and immediately the preparation is 
compromised for two reasons. First, milk has 
long been known as a high-residue food and 
thus would limit the mechanical cleansing of 
the bowel. Segond, milk is high in bacterial 
content, especially if it stands any length of 
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time, for it is an excellent culture medium, 
particularly for coliform organisms. Patients 
with duodenal ulcer may require milk in the 
preoperative diet, but the surgeon should be 
aware of its limitations on the effectiveness 
of the intestinal preparation. When possible, 
other antacids should be used in preoperative 
therapy in such instances. 

Failure of stools to liquefy—Softening of 
the stools or diarrhea is the desired end of 
the administration of sodium phosphate and 
should be achieved to insure the effectiveness 
of the preparation. Occasionally, the dose of 
sodium phosphate may have to be increased. 

Inadequate-cleansing enemas—The returns 
should be clear and not cloudy, colored or con- 
taining particles of stool. This is the ideal 
situation which sometimes cannot be achieved, 
but every effort should be made to do so. A 
supplementary irrigation may be necessary 
early on the morning of the operation accom- 
panied by rectal aspirations to remove any 
unexpelled fluid. 

Proximal colostomy—A colostomy or cecos- 
tomy proximal to the lesion will divert much 
if not all of the antibiotics from the site of 
resection. There may be some spill from the 
proximal to the distal loop but special meas- 
ures must be taken to cleanse the segment of 
the bowel distal to the colostomy. The rectal 
irrigations must be supplemented by irriga- 
tions of the proximal and distal loops. 

Abscesses, fistulas and sinus tracts—These 
lesions are channels unreached by the me- 
chanical and antibiotic cleansing agents. They 
will serve as continuing sources of bacteria in 
the bowel and can be expected to limit the 
quality of the preparation. When possible, 
abscesses should be drained preoperatively, 
and the fistulas or sinus tracts should be irri- 
gated with appropriate solutions. 

Obstruction—It is obvious that if mechani- 
cal obstruction to the passage of the intestinal 
contents exists, the preparation of the intes- 
tine by the methods outlined will be impaired. 
Complete obstruction may necessitate a colos- 
tomy for adequate preparation of the intestine 
if the surgeon feels that the obstructing lesion 
can or must await definitive therapy until the 
obstruction is relieved. However, adequate 
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preparation by the methods outlined is not an 
indication in itself for delay in attacking the 
obstructing lesion but only a factor in con- 
sideration of the risk versus the need for sin- 
gle-stage or multiple-stage operation. In this 
paper we are more concerned about partial 
than about complete obstruction, for its de- 
gree is difficult to estimate clinically. Unless 
we are aware that it may be a factor limiting 
the effectiveness of the intestinal preparation, 
the bowel may be considered cleansed when it 
actually is not. It is safe to say that the greater 
the obstruction the less the likelihood of thor- 
ough preparation of the intestine. As a par- 
allel, the greater the degree of partial obstruc- 
tion, the more careful the surgeon must be in 
his efforts to cleanse the bowel. 

Prolonged administration of drugs-—As 
mentioned in other investigations,’ * the like- 
lihood of cleansing the bowel of pathogens 
normally present is increased as the number 
of days used to prepare the bowel is increased. 
The longer the antibiotic program recom- 
mended is used, however, the greater is the 
risk of overgrowth in the bowel of bacteria 
resistant to the drugs being administered. 
This is a limitation inherent in the method 
which, lacking a better method, we have to 
accept. Thus Dearing and Needham* recom- 
mended a day and a half of preparation rather 
than two and one-half days, the operation be- 
ing performed at the point of greatest cleans- 
ing reached before a serious threat of resistant 
bacteria appears. That this threat may be- 
come a postoperative reality will be considered. 


Complications of Antibiotic 
Preparation of Intestine 


Stomatitis, gastritis or proctitis—These 
conditions are rarely encountered in prepar- 
ing the bowel, for the medications are given 
over a short period. When the cause is re- 
moved, the cure is usually spontaneous. 

Resistant organisms—The development of 
resistant organisms is becoming an extremely 
serious problem. Recently the period of prep- 
aration of the bowel with oxytetracycline has 
been shortened from three days to a day and 
a half, and neomycin has been added, simply 
because of the problem of overgrowth of re- 
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sistant organisms in the bowel.*’” Strains of 
Micrococcus pyogenes resistant to penicillin, 
streptomycin, AUREOMYCIN®, oxytetracycline 
and sometimes to erythromycin are found 
growing rapidly in the intestine of some pa- 
tients who have followed this regimen of prep- 
aration. The more days spent in the prepara- 
tion, the greater is this threat. It can produce 
severe and fulminating enterocolitis charac- 
terized by the sudden onset of shock, abdomi- 
nal distention and, frequently, diarrhea.* 
Death may be the outcome, in 12 to 24 hours. 
In less severe cases profuse diarrhea exists 
and fluid and electrolyte balances are difficult 
to maintain. These patients require vigorous 
therapy but usually respond to treatment. It 
is this complication which led us to discon- 
tinue the use of oxytetracycline on one surgi- 
cal service. Mild cases of transient diarrhea 
which respond quickly to treatment are occa- 
sionally encountered. 

The strains of bacteria resistant to antibi- 
otics are increasing in number,*'® giving the 
impression that we are barely staying ahead 
in a never-ending contest. We must remember 
this when giving these new antibiotics for the 
less serious infections. Each time we admin- 
ister these antibiotics, we lower the efficacy of 
the drugs as weapons against the serious in- 
fections. It is a matter in which each individ- 
ual physician must assume the responsibility. 


Value of This Method of Preparation 


As mentioned initially, the morbidity and 
mortality of intestinal surgery have decreased 
remarkably in the last 15 years. Simultaneous- 
ly the scope of intestinal surgery has broad- 
ened tremendously. Multiple-stage operations 
and extraperitoneal resections have been re- 
placed in almost every clinic by one stage or, 
at most, two stage resection of the intestinal 
lesion with an intraperitoneal restoration of 
intestinal continuity. The extent of resections 
has been increased also, thereby increasing 
the thoroughness of our attack on malignant 
disease. Such precancerous lesions as polyps 
can be removed with relative impunity. These 
successes depend to a great measure on ade- 
quate preparation of the intestine for opera- 
tive measures. 
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Comment 


We have pointed out the effectiveness of 
the method of preparing the intestine for sur- 
gery suggested by Dearing and Needham.* 
However, recent developments in our com- 
munity of one of the complications of this 
method have led us to alter the preparation in 
the face of these good results. The problem of 
resistant organisms has been dealt with here- 
in and elsewhere and is the cause of our re- 
cent alteration. As anticipated by Dearing and 
Needham,” there have been several cases of 
rapid and fulminating postoperative entero- 
colitis caused by the overgrowth in the colon 
of M. pyogenes organisms which were resist- 
ant to the combination of antibiotics used in 
preparing the bowel for operation. Because it 
has been found that in our community a large 
number of these organisms are resistant to 
oxytetracycline,*""'* because of the increasing 
resistance of M. pyogenes to other antibiot- 
ics,”"* and because of the knowledge of the 
fact that enterocolitis caused by these resistant 
organisms can appear in patients treated sole- 
ly by intravenously or intramuscularly admin- 
istered oxytetracycline,'':'* it has been decided 
to eliminate the use of oxytetracycline from 
the preparation of patients for intestinal sur- 
gery on the surgical service of one of us (E. 
S. J.). Not all the surgeons in this community 
feel that this is a necessary step in that they 
have not had serious complications from this 
method of preparation. Whether or not this is 
necessary in other communities would depend 
on the assessment of this potentially danger- 
ous complication of this method. 

Oxytetracycline undoubtedly adds a meas- 
ure of safety to the preparation of patients 
who are to undergo intestinal operations, for 
neomycin does not consistently eliminate the 
anaerobic organisms (Bacteroides and Clos- 
tridium).* It is true that these anaerobic organ- 
isms, while the most common bacteria in the 
bowel, are apparently among the less common 
organisms which cause complications of in- 
testinal surgery. They are relatively fastidious, 
requiring anaerobiosis and generally being 
favored by an environment containing fer- 
mentable sugar such as is found in liver or 


July 1955 


muscle.'* If they are transported to the liver 
and form an abscess, they can be the cause of 
serious morbidity or even of death. Oxytetra- 
cycline should not be used if it more than 
counterbalances this measure of safety and 
contributes to postoperative morbidity or mor- 
tality by causing the overgrowth of resistant 
strains of M. pyogenes in the bowel by a mech- 
anism not yet fully understood. 

Poth'** has favored the use of neomycin 
and currently prepares the bowel for opera- 
tion in 20 hours, using neomycin in combina- 
tion with phthalylsulfathiazole (SULFATHALI- 
pINE®). He does not consider the problem of 
anaerobic bacteria in his studies. Recently 
Davis and associates'* have suggested that a 
single dose of 4.0 gm. of neomycin 12 hours 
before operation following a three day me- 
chanical cleansing is an effective antibacterial 
preparation of the bowel. Their data show an 
incomplete removal of anaerobic organisms 
by this method, coinciding with the findings 
of Dearing and Needham after administration 
of neomycin one and one-half to four and one- 
half days before operation. However, Dearing 
and Needham often found aerobic as well as 
anaerobic bacteria in the stools in varying 
numbers after 12 to 24 hours of treatment 
with neomycin. That Davis and co-workers 
prepared the bowel by three days of mechani- 
cal cleansing before administering the anti- 
biotic may be the significant difference. 


Summary and Conclusions 


Preparation of the patient for intestinal 
surgery must encompass consideration of the 
general health of the patient and correction 
of any deficiencies noted. It is important to 
cleanse the bowel both mechanically and by 
administration of antibiotics. The method of 
mechanical cleansing used at the Mayo Clinic 
has been described. Antibiotic administration 
is a constantly changing field. The method 
suggested by Dearing and Needham has been 
used with success and has been stressed in 
this paper. Factors limiting the proper prepa- 
ration of the bowel and complications of the 
antibiotic administration have been described. 
Recent complications which have developed 
in the community in which we work have 
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caused some of us to feel that a change in the 
antibiotic component of the preparation de- 
serves a trial, Whether this change would be 
necessary in any other community is an in- 
dividual matter, An adequate trial period will 
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| 38. ANALGESICS 


The practitioner in his daily round is much concerned with the relief of 


pain, and the prescriptions for analgesics form 6.5 per cent of 2000 of my 
_ own prescriptions. It has been shown by experiment that all persons in a 
healthy state have about the same capacity for perceiving pain, but the reac- 
tion produced by the pain stimuli varies enormously in different individuals. 

The most harmless analgesic is aspirin, and some idea of its popularity 


may be gauged from the estimation that the daily ingestion of aspirin in 
the United States of America is about 15 tons. When we consider the exten- 
sive self-administration of aspirin it would appear that the risk of lowering 
the blood prothrombin level is negligible, and that the routine employment 


| 

| of vitamin K when aspirin is prescribed is unnecessary and wasteful. In the 
| management of chronic rheumatoid arthritis, aspirin has not been replaced 
| 


to any extent by more modern drugs: 10 to 12 tablets, each of 5 gr. (0.3 | 
gm.) daily are usually required, the first two tablets for the day being given | 
with the early morning cup of tea before rising. In the management of an 
incurable condition, such as metastases from a breast carcinoma, compound 


tablets of codeine B.P., six to eight in the 24 hours, may keep the patient 


comfortable until near the end of the illness, when an opiate may have to 


be added. 


| 
A. G. Cruikshank, The Practitioner, March 1955, p. 306 | 
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Recent Developments 
in Endocrinology 
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Lahey Clinic, Boston 


Tue patient who is 
here today is a gentle- 
man with acromegaly. 
Acromegaly is a fairly 
rare disease and is 
often overlooked sim- 
ply because of its rar- 
ity and because in ‘@ 

certain stages the pa- d, 

tient’s appearance does Fae? 
not suggest the diag- LEWIS M. HURXTHAL 
nosis of acromegaly. 

As far as is known, the principal hormonal 
abnormality in acromegaly or gigantism is an 
excess of the growth hormone, or somatropin. 
This excess usually is associated with an aci- 
dophilic type of tumor of the anterior pitui- 
tary gland. The effects of such a tumor may 
be divided into several categories, the first 
of which is headache or disturbance of vision 
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as the result of local pressure. The classic dis- 
turbance of vision in acromegaly is a defect 
in the visual field, but earlier there may be a 
decrease in acuity and, as in the case of the 
patient here today, an unusual flashing of 
light. The latter symptom is not characteristic. 

It is very difficult to decide whether the 
headache in acromegaly is due to the presence 
of tumor or whether it is a tension headache 
or migraine, since 15 per cent of the popula- 
tion have migraine. The occurrence of mi- 
grainelike headache with acromegaly does not 
necessarily indicate that relief of headache 
will be brought about by treatment. 

The second effect of the acidophilic tumor 
is secretion of growth hormone which in- 
creases bone growth. Hyperpituitarism causes 
not only lengthening of the bones in children 
but also widening of the bones in adults, once 
the epiphyses are closed. In addition, there 
are hypertrophic changes—exostoses, and cal- 
cification of ligaments along the bony attach- 
ments; the vertebral cortex is hyperplastic, 
and the fibrous tissue increases to keep up 
with the bony growth. Often the characteristic 
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humpback, or dorsal kyphosis, appears. The 
jaw bone lengthens, but this finding is present 
in varying degrees, and I want to point out 
that if one considers marked prognathism to 
be the best criterion of acromegaly, one will 
be disappointed. 

Another effect of the tumor is an increase 
in growth of the sinuses, and I will take up 
this point later. It is an important observation 
in the follow-up of patients with acromegaly. 

Besides the skeletal changes, there is an in- 
crease of the soft-tissue mass. There is a great 
sponginess; as Mr. H., the patient here, said, 
his hands were one mass of blubber—a good 
description of the tissue change. The mass will 
often regress considerably after treatment. 

The next manifestation of acromegaly to be 
considered is a tendency to diabetes. I have 
just come from a symposium in Detroit on 
the growth hormone, and there is little ques- 
tion in my mind that the so-called diabeto- 
genic hormone in acromegaly probably is the 
growth hormone. Incidentally, for those of 
you who have read encouraging reports on 
the use of growth hormone in dwarfism of 
pituitary origin, let me say that it will be 
some years before a growth hormone will be 
available for clinical use. | came away from 
the conference stimulated but utterly confused. 

In addition to the local effects of the in- 
crease in growth hormone and the acidophilic 
tumor, one of the first signs of acromegaly in 
women is amenorrhea, the result of pressure 
on the pituitary. The response in men is not 
constant; sexual desire may increase or be 
depressed. Both men and women may have 
increased hair growth. 

Hyperphagia, or overeating, is common and 
probably contributes to the occurrence of dia- 
betes in acromegaly. Growth hormone appar- 
ently stimulates the secretion of insulin. If its 
effects have been reported correctly, somatro- 
pin interferes with the action of insulin or re- 
quires insulin for its end-organ effect. As a 
result, the pancreas exhausts itself trying to 
produce insulin, and at the same time over- 
eating produces a state of affairs favorable to 
the development of diabetes. 

The patient here today, Mr. H., is 31 years 
old. At the age of 18 he weighed 120 pounds. 
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About five years ago he fractured his patella. 
(I might say in passing that experimental 
work reveals that the growth hormone causes 
considerable enlargement of the patella, with 
hypertrophic changes.) He was hospitalized 
and the patella was removed. I do not have 
his case history, so that is all I can tell you 
about that. At that time, apparently, acro- 
megaly was recognized. 

In the meantime, he did not notice any 
change in the size of his feet; he thought that 
he required larger gloves. He weighed, I be- 
lieve, 230 pounds at that time, so if his in- 
crease in weight was due to acromegaly, as | 
assume it was, obviously the process began 
two or three years before the fracture of the 
patella. Acromegaly often is discovered in 
such a way—not because of the disease itself 
but rather because of some secondary occur- 
rence such as a hypertrophic arthritis or exos- 
toses, diabetes, amenorrhea or even hyper- 
thyroidism. 

The patient had an operation on the pitui- 
tary gland. His headaches persisted. He had a 
second operation, and he also had x-ray treat- 
ments. Then, because of persistent headache, 
I believe he had another series of x-ray treat- 
ments within the past year, with partial relief. 

He does not have a great degree of prog- 
nathism, but the important facial feature is the 
apparent thinning of the parietal muscles on 
both sides. It is not a real thinning of muscle; 
it is an actual increase in the growth of the 
bosses. This increase may continue, even 
though it is believed that the process has been 
controlled. His jaw is not underslung; his 
lower teeth do not protrude beyond his upper 
teeth. He states that his hands have been 
greatly reduced in size, although he did not 
wear a ring and cannot tell how much. His 
hands are still a little blubbery, and he has 
early Heberden’s nodes, which is unusual at 
age 31. 

Approximately half of the patients with 
acromegaly have enlargement of the thyroid, 
and multiple nodules or single nodules; some 
have hyperthyroidism. They may have in- 
creased metabolism without enlargement of 
the thyroid and without evidence of over- 
activity of the thyroid as shown by uptake of 
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radioactive iodine. The cause of this increased 
metabolism is not certain, but it may be re- 
lated to a principle isolated many years ago 
by Collip, namely, a metabolic hormone which 
Collip thought came from the intermediate 
lobe. This patient has a good-sized thyroid, a 
good-sized nodular goiter. Apparently he has 
not had any signs of toxicity. 

The hyperthyroidism of acromegaly may 
be accompanied by all the usual symptoms 
of excess thyroid activity and can be treated 
as any other kind of hyperthyroidism. It will 
respond to propylthiouracil, radioactive iodine 
or surgery, but unless the acromegalic process 
is controlled it will recur. 

I would also like to point out that Mr. H. 
has marked pallor of the skin; he now has 
hypopituitarism, without question. 

His headaches were not relieved complete- 
ly after the second course of x-ray treatment. 
I wonder whether the headache actually was 
due to pituitary disease or whether it is pure 
tension headache. It is unlikely that the tumor 
would regrow or the acromegalic process 
would continue after two operations and the 
x-ray treatment, especially in view of the ane- 
mia which has developed, indicating under- 
function. 

Hypopituitarism following treatment for 
acromegaly is not common, but it does occur, 
especially when surgery has been carried out 
or if there has been a hemorrhage into the 
tumor. At present this patient is taking corti- 
sone, 50 mg. a day. One of the attendants 
stated that Mr. H. has a very optimistic atti- 
tude. As a rule, acromegalics are not opti- 
mistic. They are likely to be depressed and 
irritable and may be hard to get along with. 
The optimistic attitude in this case might be 
the result of the cortisone. 

Mr. H. told me that he gets very weak when 
he has a cold, and he has been instructed to 
take more cortisone at such times. That is a 
good point to stress: Persons who are taking 
cortisone, for any reason, have a relative 
adrenal deficiency and should double up on 
the dose of cortisone during periods of stress 
or infection. 

A new hormone has been isolated and syn- 
thesized from the adrenal cortex. As you may 
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know, an electrolyte effect similar to that of 
desoxycorticosterone had been obtained from 
the so-called adrenal residue of beef adrenal 
extract, but the product has not been used ex- 
tensively since the advent of cortisone and 
desoxycorticosterone. The new substance was 
identified by a process called paper chroma- 
tography in three separate places almost simul- 
taneously, although it was first announced in 
England by Tait and Simpson. Reichstein in 
Switzerland first synthesized it, and workers 
at the Mayo Clinic, one of whom was Dr. 
Albert, also discovered the hormone. It was 
named electrocortin because it controlled the 
electrolyte balance and because it came from 
the cortex, but after its synthesis it was called 
Aldosterone. 

This substance truly represents a forward 
development, because it is 20 to 30 times 
stronger than desoxycorticosterone. It is ef- 
fective when given orally, and it completely 
controls salt deficiency, the major cause of 
disability in Addison’s disease, without rais- 
ing the blood pressure in overdosage, such as 
desoxycorticosterone may do, and without 
causing excessive retention of sodium. It also 
controls carbohydrate metabolism, preventing 
the low blood sugar which occurs in Addison’s 
disease. When it becomes available commer- 
cially, it will be one additional improvement 
in therapy. Its particular use now would be in 
maintaining the many persons who have had 
total adrenalectomy for one reason or another. 

How to determine whether or not the acro- 
megalic process is active has always been a 
difficult problem. The process may be very 
slow and insidious. A friend of mine attended 
the twenty-fifth reunion of his medical school 
class a year ago and met a friend whom he 
had not seen for 25 years. His friend, a sur- 
geon and physician, had a full-blown case of 
acromegaly and had never recognized it. That 
incident illustrates how insidiously the disease 
may progress. On the other hand, it may be 
fairly rapid, and one can perhaps judge the 
activity of the process by the history. 

There is one constituent of the blood which 
is abnormal in acromegaly, the only constitu- 
ent which indicates activity of the acromegalic 
process. For instance, the presence of diabetes 
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does not necessarily indicate activity, because 
diabetes may continue after the acromegalic 
process has abated. Elevated metabolism does 
not necessarily indicate activity, because it is 
quite possible for hyperthyroidism which oc- 
curs occasionally with the hyperplastic type of 
goiter to be coincidental and continue, even 
though the pituitary is no longer overactive. 
In some cases of active acromegaly, however, 
there is evidence of hyperthyroidism. | will 
put it another way: If hyperthyroidism is 
present in acromegaly, it probably indicates 
activity. 

The one constituent of the blood which is 
an indicator of activity of the acromegalic 
process is the fasting inorganic phosphorus. 
The test for this constituent is very exacting, 
although it is done in every laboratory. You 
and I know the discrepancies that occur in 
results of tests made by the average labora- 
tory technician. I always insist that our most 
experienced technician measure the inorganic 
phosphorus in duplication. The fasting state 
is necessary because a meal will cause the 
inorganic phosphorus to fall. There is one ex- 
ception to this fasting rule, and that is the 
presence of severe diabetes. Also, the test 
should be done fairly quickly, because if the 
blood is allowed to stand with a clot in it the 
results will be abnormally high. 

We have used this test for some years. Its 
value was first discovered in 1922 after an 
injection of pituitary extract; the inorganic 
phosphorus went up and the nonprotein nitro- 
gen went down. A positive result is a common 
finding in growing children and probably in- 
dicates activity of the growth hormone. 

We have seen and followed the courses of 
enough patients with acromegaly to know 
that surgery or x-ray treatment in adequate 
dosage will reduce the inorganic phosphorus 
content of the blood. Reduction also follows 
administration of estrogens, particularly stil- 
bestrol. While this is a permissible procedure, 
I believe x-ray therapy is the best treatment. 

The latest development in x-ray therapy is 
the use of rotating therapy for pituitary tu- 
mors, which Life magazine called an “x-ray 
barbecue.” The patient is slowly turned around 
while the x-ray beam enters the head from all 
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angles, permitting a greater penetration of 
pituitary tumors without skin damage or epila- 
tion. A 4500 roentgen unit tumor dosage can 
be given to a pituitary tumor. Translated into 
the ordinary skin dose, in which x-rays are 
usually recorded, it would be the equivalent 
of 9000 unit skin dosage. This should be suf- 
ficient to decrease the size of the tumor and 
stop the acromegalic process. In our experi- 
ence with the use of this procedure, there 
have not been any recurrences to date. For- 
merly, 1800 or 2400 r given periodically 
frequently would not control the process. 

Is the return to normal of the inorganic 
phosphorus a sure sign of loss of overactivity? 
I do not believe that this is always the case. 
We have one patient, whom we have followed 
now for seven years, whose phosphorus has 
been kept between 4 and 4.3 mg. per 100 ce. 
and who is perfectly well. On the other hand, 
she complained to me within the past year 
that the parietal muscles on the side of her 
head were thinning out. X-rays revealed that 
the sella had not changed in size, and there 
was no other clinical evidence of hyperpitui- 
tarism, but the frontal sinuses had increased 
in size about 30 per cent. So even in a case 
that one considers inactive from the history 
or from adequate treatment, one way to pre- 
dict continued activity is to watch the sinuses. 
I believe these increase more readily than the 
jaw bone becomes elongated. 

The patient here, Mr. H., has had corti- 
sone, but I can see he is still anemic. Recently 
I saw a man who had been taking 150 mg. of 
testosterone cyclopentylpropionate, commer- 
cially called Depotestosterone, who had a 
clinical picture of polycythemia with a hemo- 
globin of 18 or 19 gm. and a proportionately 
high red cell count. I was asked whether the 
testosterone had caused this. I do not know 
exactly how long or why the man took it, but 
he felt it gave him a great deal of stamina, and 
he had increased the prescribed dose from 
200 mg. a month to 600 mg. We know that 
before the advent of cortisone or cortico- 
tropin, testosterone would increase the blood 
count and hemoglobin in some patients with 
hypopituitarism. I recently asked Dr. Kennedy 
of Minneapolis about this, and he stated that 
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some cancer patients had quite severe poly- 
cythemia but he had not seen one of this ex- 
tent. In any event, I am confident that testos- 
terone in large enough doses will do this. 

This man has absolutely no libido; his 
testes are soft; he shaves only about every 
other day. I think the addition of good-sized 
doses of testosterone would increase not only 
his endurance but also the hemoglobin and 
other things. 

In patients with enlarged sellas, many times 
the problem arises whether they have acro- 
megaly or whether they should be treated 
with x-rays. The sella varies considerably in 
size, and often in routine skull roentgenograms 
for headaches a large sella is found, with no 
endocrine alterations, no changes in the visual 
field, and normal inorganic phosphorus. What 
should one do about such an enlarged sella? 
It is true that sellas may enlarge from a 
chromophobe tumor before pressure effects 
take place, and I presume that in acromegaly 
the sella may enlarge before any noticeable 
effects occur—with one possible exception, 
and that would be the elevation of the inor- 
ganic phosphorus. 

It is a delicate problem to settle, because 
the chances are that in most cases in which a 
skull roentgenogram is taken because of head- 
ache, the patients have migraine or tension 
headache; they may be the very anxious type, 
and to tell them that they have a tumor and 
that x-ray treatment should be tried is entirely 
the wrong approach. Once you have said the 
word “tumor,” they are even worse with re- 
gard to anxiety, which increases the headache. 
It is better not to say “tumor” but to say that 
the pituitary gland is a little large, or some- 
thing of that sort. We have regretted giving 
x-ray treatment to a few patients of this type, 
of whom we were not certain. They will be at 
your door from then on and you will have 
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considerable trouble helping them. 
In women, as I said, the first symptom may 


be amenorrhea. It has been shown statistically — 


that the sella has to be fairly large before this 
symptom occurs, and I am sure that most of 
the women with acromegaly have been treated 
for one thing or another before acromegaly 
was considered. In this connection, it is in- 
teresting to know about the production of 
pituitary tumors in animals by the use of 
large doses of estrogens. In some of our 
patients we have thought, from the history, 
that visual changes developed after estrogen 
therapy. Whether or not this can be proved 
we do not know, but we do believe that estro- 
gen should not be used unless x-ray treatment 
is given first. Estrogens depress the elevated 
serum phosphorus in acromegaly and _pre- 
sumably the secretion of growth hormone. 
They can be used in acromegaly when it is 
impossible to give x-ray treatment, but I be- 
lieve by and large estrogen therapy in acro- 
megaly will not continue to be used. 

In summary, we have a patient here with 
acromegaly who does not have marked prog- 
nathism, who was not conscious of his condi- 
tion until he broke his patella, and who gained 
a terrific amount of weight. Diabetes did not 
develop, probably because his pituitary was 
removed at an early stage. We have seen pa- 
tients with acromegaly in whom diabetes de- 
veloped even after treatment; they were not 
warned about cutting down on their food in- 
take. Acromegalics may not have clinical dia- 
betes, but in most cases there will be a mild 
diabetic type of curve in the sugar tolerance 
test. This man also has hypertrophic bone 
changes and an enlarged thyroid, and has had 
minor visual changes, but he does not need 
further pituitary treatment. Adequate doses 
of testosterone, around 100 mg. per week, 


would be helpful. 
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DIAGNOSTIC CLINIC 


My interest in the 
subject of mastitis 
dates back to the days 
of my residency, when 
I was appalled at the 
apparent abandon with 
which some of my 
teachers removed 
breasts because of con- 
ditions which turned 
out to be benign. That 
practice is becoming 
much less common, but unfortunately the ap- 
proach to benign breast conditions tends still 
to be too radical in some places. 

Radical treatment of mastitis, of course, 
was carried out in the period when we based 
our judgment largely on what the pathologist 
told us. Certainly if one studies sections of 
certain lesions represented in this disease, he 
finds it difficult to believe that there is not a 
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Management of Mastitis 
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very close relationship between mastitis and 
cancer of the breast. On the other hand, if one 
depends on clinical experience and careful 
follow-up, | believe the evidence is becoming 
more and more convincing that there is little 
relationship between mastitis and cancer, ex- 
cept as concerns diagnosis. It is the same 
problem that is presented to the surgeon in 
many other situations, namely, it is not so 
much a question of whether it may become 
cancer as whether it is cancer. 

The term “mastitis” is not a good one. It 
goes back to the time when the condition was 
thought to be infective in origin, and it is not 
so very long ago—perhaps 25 or 30 years— 
that I last saw secretions from the nipple be- 
ing examined carefully to determine which or- 
ganisms were responsible. Indeed, within the 
past few weeks I have seen a patient with 
mastitis who was treated with antibiotics for 
a rather long period. Of course, mastitis is not 
infective in origin. | suppose that idea arose 
because in an occasional case a patient has 
discharge from the nipple and because in 
many instances there is some evidence of 
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round-cell infiltration in histologic sections 
(figure 1). 

Much of the confusion that exists in the 
minds of students and practitioners in regard 
to mastitis may, I think, be traced to the mul- 
tiplicity of names applied to essentially the 
same condition manifesting itself in different 
ways—not only in different patients but also 
in different portions of the same breast (fig- 
ure 2). Boyd says that 23 different names 
have been applied. I had no difficulty in a 
few moments, while waiting to present this 
clinic, in writing down 13 terms which are 
commonly used to describe this condition. 

The term which perhaps describes the con- 
dition best is lobular hyperplasia, or, perhaps, 
simply mammary dysplasia. However, it will 
be a long time before the term “chronic mas- 
titis” is displaced, and it makes little differ- 
ence so long as we understand what we mean. 

The breast is made up of a number of lobes, 
and these in turn are made up of lobules. Each 
lobule has its own duct supported by fibrous 
tissue and lined with cuboidal epithelium 
which extends and communicates with the 
alveoli at the end. Actually, although it would 
appear that there is only one layer of epitheli- 
um, beneath it there is another layer, the re- 
serve layer. 

The etiology of mastitis is still somewhat 
uncertain. Jeffrey Keynes of London in about 
1923 first suggested that the lesion was not 
inflammatory, but rather that it was associated 
with menstrual changes and the constant ac- 
tivity within the female breast. It is probably 
hormonal in nature, and the pathologic proc- 
ess consists of varying degrees of hyperplasia 
of the epithelium lining the duct as well as of 
the supporting fibrous tissue. In many in- 
stances the process tends to affect one or two 
lobes to a much greater extent than other 
parts of the breast. It may appear, on clinical 
examination, to affect only one or two lobes. 

It might be worthwhile to review a num- 
ber of histologic specimens in order to recall 
the picture that is produced, the conditions 
which we have to treat, and the factors on 
which our judgment depends. 

Figure 3 illustrates varying degrees of 
change in the supporting tissue and in the 
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FIGURE 1. — with some pare hyperplasia and 


chronic inflammatory cellular infiltration of surrounding 
stroma. “Chronic mastitis.” (x 115.) 


FIGURE 2. Fibrosing adenomatosis, small intraduct cael, 
loma, and a large distended cyst—all appearing in one 
field. (x 40.) 


FIGURE 3. Low-power magnification to illustrate coexist- 
ence of papillomatosis and “cystic mastitis.” (x 15.) 
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epithelium, with formation of cysts in many 
places. This photomicrograph is of low-power 
magnification to demonstrate the diffuseness 
of the condition. As you can see, the epitheli- 
um is piling up not into two layers but into 
many layers. Papillomas actually have formed. 
Both papillomatosis and cystic mastitis are 
widely distributed throughout this section, as 
indeed they were throughout the breast in 
this case. 

One hears the terms “chronic cystic masti- 
tis,” “chronic mastitis with cyst formation,” 
and so forth. The fact is that if one makes 
enough histologic sections of the breast it is 
extremely difficult to find any patient with 
this disease who does not have some evidence 
of cyst formation. The cyst formation is not 
retentive in nature, nor is it due to a blockage 
of the duct; it is secretory in origin (figures 
4 and 5). 

Figure 5 is presented to show an instance 
in which proliferation of fibrous tissue and 
the cystic state are more localized. Palpation 
of a cyst of this sort may give the examiner 
the impression that it is a hard, firm tumor, 
or as he examines it more carefully he may 
get the impression that it is elastic. Some of 
these cysts have low tension and are quite 
obviously fluctuant. Adjacent to the cyst the 
examining physician often can palpate smaller 
nodules associated with the mass. The photo- 


micrograph in figure 5 illustrates that these 
are small cysts. Note in this histologic section, 
as well as in the ones [| shall describe subse- 
quently, that these are very thin-walled struc- 
tures and show little evidence of epithelial 
proliferation. 

A lesion which I think is of considerable 
importance is illustrated in the photomicro- 
graph in figure 6. It consists of a certain 
amount of fibrous tissue surrounding an area 
of marked epithelial proliferation. This is the 
so-called fibrosing adenomatosis. There are a 
couple of cysts adjacent to it. This lesion 
forms a hard, circumscribed lump and is usu- 
ally found in the breasts of young women. It 
cuts with a rather grating sensation, and has 
a gray surface which can be mistaken on gross 
examination for cancer. If the histologist is 
not astute and experienced, he may readily 
mistake it for cancer of the breast. I have seen 
two young women who had their breasts re- 
moved because of fibrosing adenomatosis. 
Therein lies the importance of this condition; 
it is not very common, but the mistake is a 
sad one. 

Another manifestation of this condition 
which may occur is the intracanalicular type 
of fibroadenoma, produced when the support- 
ing tissues keep growing and invade the duct. 

A striking example of formation of pap- 
illomas within the duct is shown in figure 7. 


tion of surrounding breast stroma. (x 40.) 
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FIGURE 5. Localized area of dilated ducts with flattening 
of lining epithelium. “Cystic mastitis.” (x 40.) 
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Note that the staining characteristics vary a 
little, but not very much. The epithelium, of 
course, is intact throughout. This is a benign 
condition. It is not difficult to imagine that it 
might be related to cancer, and it is easy to 
see that it may be responsible for bleeding 
into the nipple because it is fairly well sup- 
plied with blood, and it may be responsible 
for bleeding into a cyst. 

Our job in treating a patient with a single 
cyst in the breast is to make certain that the 
lump is a cyst and not something worse. That 
may be done when one suspects a cyst by 
aspirating it with a small-bore needle (22 to 
24 gauge) under local anesthesia. If the cyst 
disappears completely and the aspirated fluid 
does not contain blood, I think that patient 
may be dismissed, to return in six to eight 
weeks. If, at subsequent examination, the cyst 
has not reappeared and there is no evidence 
of a lump, then I think the diagnosis may be 
regarded as having been proved and nothing 
more need be done. 

I cannot understand why it is advised that 
a biopsy always be done on the first of these 
cysts to appear. If any type of disease is re- 
lated to cancer, surely it is the one with great 
activity of epithelium and not this one, which 
has a minimum of epithelial activity. 

Dr. Kimbrough has been kind enough to 
bring two patients here today, and I shall ask 


FIGURE 6. Marked fibrosing adenomatosis, a common 
source of error in diagnosis of carcinoma. (x 40.) 
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him to review their histories very briefly. 

DR. KIMBROUGH: The first woman is now 44 
years old. In 1949 she first noticed a tumor in 
the right upper quadrant of her right breast. 
Her physician immediately advised biopsy, 
which was done. Multiple small cysts were 
found and diagnosed as chronic mastitis. The 
mass reappeared shortly after biopsy, and the 
patient was observed regularly by her physi- 
cian. The mass would enlarge and become 
tender shortly before a menstrual period. With 
onset of menstruation, it would decrease in 
size and the tenderness would disappear. The 
patient was followed for several years, and 
because the discomfort was mainly in the up- 
per outer quadrant of the right breast, this 
area was resected. There were multiple small 
cysts in the area. The patient has not had any 
symptoms of the condition since that time. 

DR. JANES: This patient illustrates another 
problem. She had a lump in her breast which 
was not a single cyst or one which could be 
aspirated; it was a localized mass. Under those 
circumstances one has no choice but to do a 
biopsy. Pathologically, the breast lesions which 
require biopsy are those which are lobular in 
distribution, as the most marked portion of 
this patient’s lesion obviously was. One can- 
not be certain that such a mass is not car- 
cinoma, and therefore a biopsy always must 
be done. The correct approach consists of re- 
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FIGURE 7. Multiple intraduct papillomas. “Papillomato- 
sis.” (x 40.) 
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secting a local area to prove the diagnosis, as 
was done in this case. Usually that is all that 
is necessary, but under certain circumstances, 
particularly in the presence of pain, a seg- 
mental resection probably is a wise procedure. 

I do not believe that this patient has any 
greater chance of developing breast cancer 
than any other woman of her age, but it is 
true that in the presence of this change it 
may be more difficult to detect cancer, should 
it occur. 

DR. KIMBROUGH: The second patient also is 
a 44 year old woman. She first noticed a mass 
in her breast four months ago. It was deep in 
the lower outer quadrant, within the breast 
substance. Her local physician treated her 
with hormones and antibiotics. The mass con- 
tinued to enlarge, so she came to the Univer- 
sity Hospitals. The examining physicians there 
felt that the mass was deep, hard and very 
suspicious. Biopsy was done this morning by 
excision, and the condition was found again 
to be chronic cystic mastitis. 

DR. JANES: This case demonstrates that mas- 
titis may appear to be and can be very local- 
ized clinically. Another important point here 
is that this patient had enlargement of the 
lymph nodes. One must not jump to the con- 
clusion that it is carcinoma without first prov- 
ing the diagnosis. 

This patient was operated on only this 
morning, and it is good of her to come down. 
My remarks about her future would be the 
same as those I made concerning the first 
patient. 

Any type of discharge from the nipple is a 
serious problem. The one that may be most 
ominous is bloody discharge. In most in- 
stances, if the discharge is dark it is regarded 
as bloody. Actually, smear examination will 
not always disclose red blood cells in such 
cases. The number of cases in which the origin 
of an apparent or an actual bloody discharge 
from the nipple is carcinoma is small. Adair 
reported that in a series in which careful ex- 
amination proved that the discharge from the 
nipple contained blood, carcinoma was pres- 
ent in something like 50 per cent. In the over- 
all picture, however, I think the percentage of 
cases in which discharge from the nipple is 
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due to carcinoma is not more than 5 per cent. 
However, one must always suspect that carci- 
noma may be present and advise exploration. 

One can almost invariably locate the exact 
source of bleeding from the nipple by press- 
ing about the areola with a finger or with the 
end of a pencil. If the patient has conscien- 
tiously milked the discharge out before she 
came to you, send her away for a couple of 
weeks with instructions to leave the breast 
alone. Then the source of the bleeding can be 
discovered, and the local area must be ex- 
plored under general anesthesia. 

I do not believe it makes much difference 
whether or not one canalizes the duct. The 
ducts are filled with this dark material when 
they are exposed by a local incision, and it is 
not difficult to recognize which of the ducts 
is involved. 

To deal with such a lesion, it is important 
to decide beforehand exactly what approach 
you are going to make. An incision around 
the margin of the areola constitutes an ex- 
cellent approach in a case of a young girl. 
There will not be any scar as a result of the 
exploration. If the patient is older or if a pa- 
tient of any age has more than one source of 


FIGURE 8. Diagram used to record the locations of lesions 
of the breast. The breast is divided into sections cor- 
responding to those on the dial of a clock. 
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bleeding from the nipple, i.e., if multiple 
ducts may be involved, one should have con- 
sent to do a local mastectomy. If there is any 
type that may have evil connotations, it is the 
one with marked epithelial proliferation. 

The drawing in figure 8 illustrates a method 
for recording the exact location of bleeding, 
of cysts or of any other local lesion in the 
breast. Such a record has value not only from 
the point of view of treatment but also from 
the point of view of following the patient. For 
example, if the patient comes back years later 
and states that a lump in the breast has recur- 
red, you may find by checking this record that 
it is not a recurrence—it is not in the same 
place in the breast. 


Summary 


The approach to mastitis should be ex- 
tremely conservative, taking the point of view 


that the relationship of this condition to can- 
cer of the breast is mainly one of diagnosis. 
If one cannot prove without operation that a 
lesion of the breast is not cancer, the patient 
must be operated on. I do not believe it is nec- 
essary to do a biopsy in every case of pain or 
discomfort in the breast or in every case of a 
single cyst. These conditions can be proved to 
be benign in simpler ways, such as by clinical 
examination, by aspiration, and so forth. 

Whether benign or malignant, diagnosis 
must be proved in every case of a lump in the 
breast. However, on the whole, the approach 
should be very conservative. A mutilating 
operation should not be done without adequate 
reason. 


I am indebted to Dr. William Anderson of the Depart- 
ment of Pathology for the preparation of the photo- 
micrographs and for assistance in their interpretation. 
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Recent Advances in the Diagnosis of Virus Diseases 
with Special Reference to Tissue Cultures 


The recent improvement of tissue culture technics has brought the virologist and 
the clinician into a much closer relationship. It is now possible for the virologist to offer 
to the clinician diagnostic facilities for confirmation of a clinical diagnosis. These facilities 
are based on the relative ease and speed with which many viruses can be isolated and 
identified in tissue cultures. 


The paper will discuss the application of such technics to the diagnosis and in- 
vestigation of poliomyelitis, Coxsackie infections, aseptic meningitis, ‘‘poliomyelitislike”’ 
illnesses, measles and herpetic infections of skin, mouth and eye. 


The presentation will be based largely on the personal experience of the author 
and his associates in the Virus Research Department of The Hospital for Sick Children, 
Toronto. Some reference will be made to recent advances in other virus infections, in 
which tissue culture technics have played an important part. 


Dr. Rhodes’ research projects include: 
Laboratory technics in the study of poliomyelitis, Coxsackie, 
and other “poliomyelitislike” illnesses, with particular refer- 
ence to tissue culture methods. 


Tissue culture methods in the study of herpes, measles and 
other exanthems. 

Application of tissue culture methods to study of virus in- 
fections of the eye. 
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DIAGNOSTIC CLINIC 


Diseases of the Pancreas 


the most 
dramatic of the so- 
called benign diseases 
of the pancreas is the 
functioning islet cell 
tumor of the islands of 
Langerhans. Although 
small in size, it can 
‘“ause a great deal of 
trouble, and although 
not common, its recog- 
nition is important be- 
cause proper treatment 
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will cure the patient. 


Islet cell tumor first was recognized as a 
clinical entity some time in the 1920s, and the 
first operation for this lesion was performed 
by Dr. William Mayo,' who performed a biop- 
sy of a metastasizing malignant islet cell tu- 
mor. Fortunately, the malignant tumors are 
much rarer than the benign ones. The first 
operation for a benign islet cell tumor was 
performed by Dr. Roscoe Graham’ in 1929. 
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Islet cell tumors still are a comparative 
rarity in the experience of any one surgeon, 
but most of us now are alerted to the possi- 
bility of the diagnosis. Today, instead of be- 
ing made in the big medical centers and the 
university hospitals with big staffs and much 
equipment, the diagnosis is being suspected 
and made first by the family doctor and sec- 
ondly by the psychiatrist, who usually sees 
the patients before they come to surgery. 

The important conditions in differential 
diagnosis of islet cell tumor are psychoneu- 
roses, minor psychoses, epilepsy and func- 
tional hypoglycemia. 

Anyone who goes without food long enough 
will get weak and hungry and, in extreme in- 
stances, faint. The blood sugar level at that 
point will be very low. That is not abnormal 
and does not mean that the person harbors an 
islet cell tumor. 

Conditions that produce hypoglycemia can 
be organic. Hypoglycemia may be associated 
with certain liver diseases; it is associated 
with certain abnormal functions of the pitui- 
tary gland and the adrenal gland, and it also 
can be functional. These conditions must be 
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ruled out if an islet cell tumor is to be diag- 

nosed accurately. When islet cell tumor is 
diagnosed, a surgical search must be insti- 
tuted for it. 

The diagnostic criteria for islet cell tumors 
laid down a number of years ago by Whipple’* 
(the “Whipple triad”) are equally valid to- 
day: (1) attacks of a great variety of neuro- 
logic symptoms varying from weakness, irri- 
tability and fainting, to convulsions or coma; 
(2) a blood sugar level below 50 mg. per cent 
during an attack; (3) symptoms relieved by 
the administration of sugar. 

My interest in islet cell tumor dates back 
to 17 or 18 years ago when I| was an intern in 
the emergency room at the hospital where I 
trained. A diener (and a very good one) in 
the anatomy department of the medical school 
was brought in unconscious, and it was 
thought that he was suffering from carbon 
monoxide poisoning. Blood samples were 
drawn so that they could be studied spectro- 
graphically for carbon monoxide lines. 1 don’t 
quite understand how that was accomplished, 
but it evidently satisfied the people who were 
looking after the patient that carbon monoxide 
poisoning was the cause of his trouble. That 
poor diener went on for about a year having 
minor episodes of faintness or weakness, but 
things came to a climax late one afternoon. 
He had missed lunch and he suddenly ran 
around the anatomy laboratory under the im- 
pression that he was an American Indian, 
emitting war whoops, picking up one of the 
big anatomy knives, and actually taking off 
after the professor of anatomy! This was so 
unusual as really to call for an investigation. 
Then, as now, good dieners in the department 
of anatomy were difficult to get. Studies were 
instituted which showed that he did indeed 
have true hypoglycemia from hyperinsulinism. 
His entire trouble came from a small tumor 
in the pancreas. I was privileged to scrub on 
that case with my chief. The tumor was found 

and removed and the diener lived happily 
thereafter—and so did the department of 
anatomy. 

The local committee charged with procur- 
ing patients for the clinics presented at this 
Assembly have a most thankless task and one 
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for which they cannot receive too much praise. 
The committee has given me the abstracts of 
several patients. Unfortunately, the patients 
could not be here, but the abstracts are so 
typical that I shall use them. 

The first one concerns an islet cell tumor. 
It is the case of a young woman graduated 
from the university here within the last year. 
She lives in Fargo, North Dakota, and the trip 
was a little bit too much for her to make. All 
you would see anyway, if she were here, would 
be a perfectly healthy young woman. At the 
age of 20 years, she was admitted to the hos- 
pital because of syncope occurring periodi- 
cally throughout the day, which seemed to be 
relieved by carbohydrate intake (I suppose 
she munched chocolate). There is a notation 
on her record: “Many times diagnosed as 
psychoneurosis.” Of course that is perfectly 
natural, and it brings out the big point of 
differential diagnosis for these islet cell tu- 
mors. Many people have psychoneuroses and 
relatively few have islet cell tumors, but per- 
haps it would be worthwhile to perform a pro- 
vocative test on persons whose psychoneurotic 
manifestations are relieved by eating, to make 
sure that they do not have islet cell tumors. 

Abdominal exploration revealed a tumor 
the size of a golf ball in the head of the pan- 
creas. This was a felicitous result, because 
very often these tumors are so small that they 
are detected only in the resected specimen. 

The patient had considerable postoperative 
difficulty, consisting first of a pseudocyst of 
the pancreas, which responded to drainage, 
and later, intestinal obstruction. In my experi- 
ence this is fairly typical of any kind of sur- 
gery on the pancreas. It is a very treacherous 
organ, and no matter how simple the opera- 
tion seems to be (and certainly nothing is 
simpler than excising a palpable and visible 
tumor from an organ), the results may be 
catastrophic. I am sorry to relate that I lost a 
young woman 31 years old who had had at- 
tacks of what was regarded as minor epilepsy 
over a period of five years. Our internist ac- 
curately diagnosed the disease as functioning 
islet cell tumor; I operated on her and found 
a small tumor just athwart the common and 
pancreatic ducts, which I dissected out with 
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great care. She was cured of the hypogly- 
cemia, but a pancreatic fistula developed. In 
spite of everything that we did, retroperito- 
neal pancreatic infection developed. We oper- 
ated on her again several times and employed 
every supportive measure that came to mind, 
but she died about 30 days later. So I per- 
sonally have a profound respect for any sur- 
gery involving the pancreas. 

If you think that your patient has an islet 
cell tumor, hospitalize him and give him a 
provocative test. First, obtain a fasting blood 
sugar test. If the patient has been on a nor- 
mal diet, a fasting blood sugar level of less 
than 50 mg. per cent usually will indicate islet 
cell tumor. If he has been on a carbohydrate- 
poor diet for the preceding several days, a 
low fasting blood sugar level may not mean 
anything. Then the patient should systemati- 
cally be starved for however long it takes—12, 
14, 16 hours—until an attack is precipitated 
and a blood sugar level is determined. The 
level may be as low as 10 mg. per cent. The 
attack should be relieved instantly either by 
the ingestion of carbohydrate or by the in- 
fusion of glucose. 

The only medical treatment for islet cell 
tumors (and, of course, that will have been 
tried in most instances for a matter of months) 
is frequent feedings. The patients learn by 
themselves that the attacks can be headed off 
by eating sugar. This leads to one of the sur- 
gical obstacles in connection with the disease, 
namely, that very often these patients are 
overweight as a result of constantly feeding 
themselves. 

Surgical treatment consists of excising the 
tumor. I already have touched briefly on what 
I conceive to be its dangers. The patients often 
are obese. The neoplasms may be extremely 
small. They have been described as small as 
2.5 mm., which is very little larger than the 
head of a pin, and at operation it is like 
looking for a needle in a haystack. In about a 
tenth of the patients, the tumors are multiple, 
and then it is a question as to how much sur- 
gery you should perform—whether you dare 
to leave any of the tumors behind, because 
you do not know whether all of them are func- 
tioning. Finally, there are postoperative se- 
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FIGURE 1. Multiple islet cell adenoma. Patient was a 20 
year old man who also had a functioning tumor of the 
parathyroid gland. 


FIGURE 2. Functioning islet cell tumor resected from a 54 
year old man. 


FicuRE 3. Nonfunctioning islet cell adenoma. 
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ricguRE 4, Functioning islet cell tumor in specimen con- 
taining tail of pancreas and spleen. Patient was a 50 
year old woman. 


quelae. The commonest is pancreatic fistula, 
which fortunately is comparatively benign 
and which will heal itself, as did the one in the 
patient treated in this medical center. 

Figure 1 shows the specimens from a pa- 
tient who also had hyperparathyroidism. Oc- 
casionally, hyperinsulinism and hyperpara- 
thyroidism are associated. The patient was a 
20 year old man who had minor discomfort 
associated with fasting. Finally he had several 
attacks resembling epilepsy, and the diag- 
nosis was established. Apparently we removed 
the functioning tumors, since he has been well 
following the operation. As happens to so 
many patients, he had hyperglycemia for 
about two weeks postoperatively. Blood sugar 
levels are elevated until the body adapts itself 
to the lessened supply of insulin. 

Figure 2 shows a resected specimen from a 
54 year old man. This one actually is about 
14 in. across, about the usual size of the tu- 
mor. It was located in the body of the pan- 
creas. Fortunately for the surgeon, most islet 
cell tumors are located in the tail and body 
rather than in the head of the pancreas, which 
is the hardest place to find them and also to 
excise them. 

For comparison and to show how difficult 
it may be to tell from the outside, or even 
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from the inside, whether or not a tumor is a 
functioning one, in figure 3 is seen another 
adenoma of the pancreas in a patient who had 
an operation for duodenal ulcer. This adenoma 
was palpated and excised, and contained islet 
cells. The tumor, however, was not function- 
ing, since the patient did not have symptoms 
of hypoglycemia. 

From a technical standpoint, in searching 
for islet cell tumors, you either must see them 
or feel them (and usually you can feel them), 
and it is easiest to begin by searching the sur- 
face of the pancreas through the lesser sac for 
anything that looks or feels odd or bulky. 
Usually this part of the search does not yield 
anything. The next step is to mobilize the 
spleen and the tail of the pancreas. Usually 
you can palpate 3 or 4 in. of pancreatic tail 
and body between your fingers and determine 
whether any tumor is there. That will bring 
to light perhaps a third to a half of all the 
tumors. It usually is much easier and safer 
to resect the portion of the pancreas contain- 
ing the tumor, if it is in the tail, than to enu- 
cleate it, and that was done in the patient who 
had the tumor shown in figure 4. She was a 
woman of 50 years who had had symptoms 
for about five years and has remained cured 
after removal of the tumor. 

The outlook is extremely good. If an islet 
cell tumor is removed, the patient obtains 
permanent relief of symptoms. 

Possessing an islet cell tumor can be dan- 
gerous for the patient as well as for others. 
One of my patients first had trouble when he 
was served a traffic ticket for driving through 
red lights at night, and he found, as did his 
family, that his judgment seemed to be lapsing 
in the evening when he was driving a car. Re- 
member that the driver of the other car may 
have an islet cell tumor and that it may de- 
pend on our diagnostic acumen to save our 
lives or somebody else’s life. 

I am going to discuss the other group of 
“benign” diseases about which we sometimes 
can do something. Cattell and Warren,‘ in an 
excellent monograph on the pancreas, state 
that they think an understanding of so-called 
chronic pancreatitis is tied in with an under- 
standing of acute pancreatitis, because it is 
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probable that chronic pancreatitis starts as 
individual attacks of acute pancreatitis which 
become more and more frequent and _ ulti- 
mately merge. 

I contend that “chronic pancreatitis” is 
directly analogous to what we used to mean 
when we talked about a “chest condition.” A 
chest condition could mean anything—heart 
disease, pulmonary tuberculosis, bronchiecta- 
sis, pneumonia, and so on. Similarly, chronic 
pancreatitis is not, I believe, a single disease, 
but a group of disorders whose chief similar- 
ity is that all are in the pancreas and are not 
neoplastic. The etiologies probably are diverse 
and thus account for the wide divergence in 
opinions of experienced clinicians as to cor- 
rect therapy. 

Figures 5 to 9 reveal one cause of a fatal 
type of pancreatitis and also indicate that 
sphincterotomy, at least in this particular case, 
did not prevent the onset of the disease. The 
patient was a 39 year old man who had had 
attacks of gallstone colic for five or six years 
and had become jaundiced with an attack two 
weeks before the operation. The operation was 
rather difficult. There were stones in the gall- 
bladder (figure 5), and there was also a stone 
in the common duct. It was necessary to cut 
the sphincter of Oddi to take out the common 
duct stone. The literature contains many re- 
ports on the excellence of sphincterotomy in 
treatment of pancreatitis, and I do not doubt 
that this is true for some forms of pancreatitis. 
However, the contention that it is the only 
treatment for all forms of pancreatitis just 
does not jibe with the facts. It did not prevent 
pancreatitis in this particular patient. For 24 
hours he looked fine; in 48 hours he looked 
very ill. We had taken serum amylase deter- 
minations on successive days and they were 
markedly elevated. In five days he was dead. 

Figure 6 shows the tissues removed at 
autopsy from around the region of the pan- 
creas. The hemorrhage is all from blood ves- 
sels that had been eroded by the pancreatic 
ferment. Figure 7 is a cross section of the 
pancreas. You can see pancreatic tissue with 
the hemorrhage around it. Figure 8 shows a 
T tube in the common duct undisturbed at 
the time of postmortem examination. The 


36 


probe is going into the sphincter of Oddi and 
into the common duct; the common duct was 
widely open and had remained open since the 
time of surgery. Figure 9 shows the probe in 
the pancreatic duct, or what was left of it. 
There was no obstruction there, so at least in 
this particular instance, whatever the cause 
of the fatal outcome, it was not duct obstruc- 
tion, nor was it prevented by a sphincterotomy. 

The diagnosis of chronic pancreatitis is dif- 
ficult to establish because there are no path- 


FIGURE 5. Stones in gallbladder and, to the right, a com- 
mon duct stone. 


ognomonic tests. The feature that comes the 
closest to being pathognomonic is the pres- 
ence of calculi showing up on the x-ray films. 
There often are no objective findings. 

The etiology may be diverse: gallstones: 
trauma, indirect or operative (surgeons who 
operate on the stomach and in the region of 
the pancreas and the gallbladder probably 
find, as Dr. Kenneth Warren says, that the 
principal cause of death is hemorrhagic pan- 
creatitis following what seemed to be a per- 
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FIGURE 7. 


FIGURES 5 through 9, Autopsy findings in a case of fatal postoperative hemorrhagic pancreatitis. 
FIGURE 6. Hemorrhage in pancreas and peripancreatic tissues. 

FIGURE 7. Hemorrhage and edema in cross section of the pancreas. 

FIGURE 8. T tube in common bile duct. Widely patent sphincter of Oddi. 


FIGURE 9. Probe demonstrating patent common bile duct. 


FIGURE 9. 
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fectly straightforward operation); obstruc- 
tion of the ducts certainly can produce chronic 
pancreatitis in some instances, and perhaps is 
the major cause; penetrating ulcers will pro- 
duce localized pancreatitis. 

Another patient was scheduled to be here, 
but he is too ill. His case illustrates the worst 
type of recurrent pancreatitis. He is a 45 year 
old man who was first seen in March 1952. 
He had had an acute attack of abdominal pain 
a year previously, and with it a serum amy]l- 
ase level of over 3000 units; in other words, 
he had had an attack of acute pancreatitis. He 
was treated conservatively (in another hos- 
pital) and recovered. After recovery, a chole- 
cystectomy was performed, presumably for 
stones, with common bile duct drainage, 
which, of course, is the correct procedure. 

He was seen one year later with a two day 
history suggesting bowel obstruction. At ex- 
ploration a large abscess was found and 
drained, and it continued to drain pancreatic 
juice—a pancreatic fistula. X-ray therapy was 
given to slow down the drainage, which then 
ceased. After the patient was discharged, he 
had several bouts of pancreatitis which were 
treated conservatively. 

He was readmitted one year later, the com- 
mon bile duct was re-explored, and duodenoto- 
my and sphincterotomy were performed. A 
“common channel’”—a communication be- 
tween the common bile duct and pancreatic 
duct proximal to the sphincter of Oddi—was 
observed, so it was possible for the sphincter 
of Oddi to be closed and bile to go up to the 
pancreatic duct, and vice versa. That undoubt- 
edly is a mechanism for some forms of pan- 
creatitis. Unfortunately, sphincterotomy did 
not cure the patient and he is now in the hos- 
pital, draining copious amounts of pancreatic 
juice and also has an intestinal fistula. His 
case is all too similar to some that all of us 
have seen. 

The clinical manifestations of chronic pan- 
creatitis may range from recurrent acute pan- 
creatitis to continued upper abdominal dis- 
comfort progressing to drug addiction. If a 
patient has symptoms which suggest duodenal 
ulcer or gallstones and has normal x-rays, and 
continues to demand treatment, even if there 
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seems to be a considerable functional element, 
it would be well to consider chronic relapsing 
pancreatitis among possible diagnoses. 

Disorders of secretion occur if enough of 
the pancreas is destroyed—so-called pancre- 
atic stools, fat, bulky and foul; and in late 
cases, mild diabetes. 

Pancreatic calculi demonstrated by x-ray 
are pathognomonic for chronic pancreatitis. 
It is disconcerting that in some of these pa- 
tients this is an incidental finding and appar- 
ently they have had no symptoms, although 
they undoubtedly have pancreatic disease. 

Finally, the pancreas may stenose down to 
occlude the common duct and produce ob- 
structive jaundice. 

A medical regimen invariably is tried be- 
fore these patients come to surgery. Its main 
features are (1) total abstinence from alco- 
holic beverages and (2) an ulcer-type regi- 
men. In some cases, even a “beer or two”’ will 
precipitate an attack, and patients who have 
pancreatitis should not use alcohol in any 
form. It is for them a violent poison that may 
shorten their lives. A modified ulcer program 
should be employed to cut down the hormonal 
stimulation of the gland; a “medical vagoto- 
my” is produced with anticholinergic drugs; 
and, in the late stages, enzyme replacement 
with substances such as sorbitan may have a 
place. 

It is obvious from the suggested surgical 
treatments listed in table 1 that chronic pan- 
creatitis must be a very easy disease to treat. 
Fortunately, the surgeon always is able to do 
something to help these patients who have 
gone the medical rounds. Very rarely will all 


TABLE 1 


CHRONIC PANCREATITIS 
Succestep TREATMENTS 


| 


. Cholecystectomy 

. Sphincterotomy | 

. Choledochojejunostomy 

. Subtotal gastric resection | 

Vagus resection | 

. Splanchnicectomy—right, left or bilateral | 

. “Distal” ‘pancreatectomy 
| 
| 


. Total pancreatectomy 
? 
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Obstruction 
and pancrea- 
tic calculi 


Operation for 
obstructive pan- 
creatitis and 
pancreatolithiasis 


normal gallbladder and com- 
mon bile duct, exonerating the 
biliary tract from complicity 
in the disease. A huge pan- 
creatic duct could be seen 
plainly and palpated on the 


anterior surface of the pan- 
me Y creas, and obstruction to the 


duct in the head was demon- 
strated, not involving the com- 
mon bile duct. The spleen, the 
tail of the pancreas, and part 
of the body of the pancreas 
were resected at a level where 
the pancreatic duct was very 
large, and the cut duct and 


ve pancreas were anastomosed to 


the jejunum by means of the 
Roux-en-Y procedure (figure 
10). The follow-up is short on 
this patient, only about three 
months, but so far he is doing 


FIGURE 10. Schematic representation of operation for retrograde drainage of an well—better than he has for 


obstructed pancreatic duct. 


these procedures have been carried out; you 
have at least one more thing up your sleeve. 
For example, the patient in the University 
Hospital now has not had vagotomy or splanch- 
nicectomy yet; these can be performed one at 
a time or together. Part of his stomach can be 
removed to eliminate the acid stimulation of 
the pancreas. His common duct can be di- 
vided. There are many procedures that can 
be done before the final radical step, which is 
complete removal of the pancreas. But, un- 
fortunately, it is entirely too clear from the 
multiplicity of treatments that no one method 
has widespread usefulness. 

In one personal case a brief example may 
be given of so-called “distal” pancreatectomy 
with retrograde drainage of the pancreatic 
duct. The patient was a man in his 50s who 
had a typical history of upper abdominal pain 
becoming more persistent in the previous 
year and resulting in narcotic addiction. Cal- 
cification in the region of the pancreas was 
demonstrated by x-ray, so the diagnosis was 
easy. At operation, cholangiograms showed a 
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years. 
There is much to be ex- 
plained before the etiology 
of chronic pancreatitis is clarified. I think it 
represents many different diseases. Probably 
we shall learn, as time goes on, which disease 
is present and which form of treatment should 
be applied. Sometimes it will be cholecystec- 
tomy, sometimes a common duct stone will be 
removed, sometimes the patient will remain 
well after the common bile duct has been 
drained, and some patients will undoubtedly 
be improved by sphincterotomy. All the pro- 
cedures that I have listed have proved help- 
ful in some instances, but each also has failed 
in others. 
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GENERAL PRACTICE REVIEW 


Indications for and Use of 


the Cardiac Glycosides 


ARTHUR C. DeEGRAFF* 


New York University College of Medicine, New York 


Ar the present time, 
when a digitalis prepa- 
ration is required, 
there is a definite trend 
to use one of the car- 
diac glycosides rather 
than digitalis itself. At 
a recent Cornell Con- 
ference on Therapy,’ 
at which the selection 
of digitalis prepara- 
tions and their proper 
administration were considered, digitalis leaf 
and the tincture were not even mentioned. It 
is debatable whether this trend is entirely jus- 
tified. Digitalis leaf exerts its action by virtue 
of the cardiac glycosides in it. Therefore, if a 
leaf of constant potency were used, a satis- 
factory clinical digitalis effect would be ob- 
tained. Unfortunately, the relative proportions 
of glycosides in the leaf vary considerably, 
depending on the source of the leaf. Biologic 
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assay will not accurately forecast the clinical 
potency. For that reason, many drug manu- 
facturers arrange for clinical tests as well as 
biologic assays on each new lot of digitalis 
leaf before it is marketed. If a doctor is sure 
that such precautions are taken by the manu- 
facturer, he can continue to use digitalis leaf 
in his practice with the assurance that there 
will be no sudden changes in potency. How- 
ever, it would appear from the sales record of 
cardiac glycosides in comparison with pow- 
dered digitalis leaf that doctors prefer to use 
cardiac glycosides. 

These are some advantages of cardiac glyco- 
sides over the powdered leaf: 

1. The dosage is smali—in milligrams. 

2. There may be less gastric irritation, par- 
ticularly in initial digitalization. 

3. A particular glycoside can be chosen for 
a specific indication. The cardiac glycosides 
in common use today in the United States are 
digitoxin, digoxin, lanatoside C, gitalin, oua- 
bain and K-strophanthin. Two other cardio- 
tonic substances, namely, acetyldigitoxin and 
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acetylstrophanthidin, have recently been stud- 
icd quite extensively and are now being used 
clinically. A combination of lanatosides A, B 
and C in fixed proportion is marketed under 
the trade name of DIGILANID®. 


Characteristics of the 
Cardiac Glycosides 


The cardiac glycosides cannot be used inter- 
changeably because they differ from each 
other in certain characteristics. 

Latent period—This is the time elapsing 
from the moment a glycoside is injected into 
a vein until the first demonstrable effect is 
noted. The effects usually observed are a slow- 
ing of the ventricular rate in patients with 
auricular fibrillation or a reduction in venous 
pressure in a patient with congestive heart 
failure whose initial venous pressure is high. 
Acetylstrophanthidin is the most rapid acting 
of all cardiotonic substances used clinically. 
A prompt decrease in ventricular rate occurs 
in patients with auricular fibrillation. This 
effect is rapid (one to seven minutes). Oua- 
bain has been shown to produce a fall in ve- 
nous pressure in patients with congestive heart 
failure and a slowing of ventricular rate with- 
in 10 minutes in patients with auricular fibril- 
lation. The full effect of a single dose is noted 
in about one and one-half hours. Lanatoside 
C, given intravenously, is almost as rapid in 
its action as ouabain. Digoxin is somewhat 
slower, and gitalin is still slower in producing 
initial effects. Digitoxin has a very long latent 
period, and the full effect of a single dose is 
not obtained until at least six hours after an 
intravenous injection. 

This great variability in the latent period 
of the glycosides can be used with advantage 
in selecting the proper drug for any particular 
situation. For an emergency such as acute 
left ventricular failure, the more rapid acting 
glycosides with a short latent period should be 
used. On the other hand, when patients can- 
not take digitalis by mouth and a maintenance 
dose is required, a long acting glycoside, such 
as digitoxin, is the one of choice. Digitoxin is 
now available for intramuscular injection. 
Studies so far reported would suggest that the 
effect of the drug given by such route is not 
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very much different than that of the drug 
given intravenously. For initial digitalization 
by oral administration when speed is not es- 
sential, digitoxin, digoxin or gitalin could be 
employed. 

Rate of dissipation—Attempts to determine 
by chemical methods the fate of digitalis sub- 
stances after they enter the body have not been 
successful. Except for digitoxin, which is 
bound for a time to serum protein, cardiac gly- 
cosides disappear from the circulating blood 
very rapidly. 

From indirect animal studies, such as stud- 
ies on the embryonic chick heart’ and the 
Straub heart preparation, it has been shown 
that digitalis substances are distributed quite 
widely throughout body tissues. However, in 
proportion to weight, the heart seems to take 
up more of the cardiac glycosides than any 
other portion of the body. The affinity to heart 
muscle seems to bear a direct relationship to 
the latent period. For instance, ouabain can 
be easily washed out of the heart, whereas 
digitoxin is washed out with difficulty. By 
using the embryonic duck heart to detect 
minute quantities of cardiac glycoside, a car- 
diotonic substance, presumably digitoxin, can 
be detected in the urine as long as two weeks 
after digitoxin has been given intravenously. 

The methods used to study the rate of dis- 
sipation of a glycoside are concerned largely 
with a study of the persistence of effect of the 
drug. There is no real way of determining 
whether or not the disappearance of the effect 
of the drug coincides with the actual excre- 
tion. One very simple clinical method uses the 
effect of a cardiac glycoside on the ventricu- 
lar rate of a patient having auricular fibrilla- 
tion. The ventricular rate is brought down to 
about 70 per minute by initial digitalization. 
The patient then receives no more of the drug. 
As the glycoside is dissipated, the ventricular 
rate gradually rises until the original pre- 
digitalization ventricular rate is reached. It 
is then assumed that the drug is completely 
dissipated. Unfortunately this method requires 
the careful selection of patients with auricular 
fibrillation whose ventricular rate is very sen- 
sitive to digitalis substances. Many patients 
show a very erratic ventricular rate response, 
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and there are even some whose ventricular 
rate will not return to the predigitalization 
level for several weeks, even though the drug 
is withheld all that time. 

Another method is to digitalize the patient 
to the minor toxic point, then at varying inter- 
vals thereafter to give just enough glycoside 
to produce minor toxicity again. This method 
will not only give information as to the rate 
of dissipation, but will also determine the 
limit of tolerance for the glycoside in that par- 
ticular patient. This information is of great 
importance in the management of a patient 
with congestive heart failure. 

The rate of dissipation determined by the 
first method would appear to be longer than 
that determined by the second. For instance, 
the rate of dissipation for digoxin by the first 
method is about a week, and by the second 
method nearly all patients at the end of 72 
hours require the same dose as the initial dose 
to produce a minor toxic effect. It would seem, 
then, that there is a persistence of the bene- 
ficial effects of a glycoside well beyond the 
time that the drug is still acting in the body. 

Absorption—Because of poor absorption 
from the gastrointestinal tract as well as 
rapid dissipation, certain glycosides can only 
be given intravenously. These are ouabain, 
K-strophanthin and acetylstrophanthidin. It is 
rarely necessary to digitalize a patient so 
rapidly that the intravenous route is neces- 
sary. Acute left ventricular failure, the rapid 
onset of heart failure in myocardial infarction, 
and an attempt to control a very rapid ven- 
tricular rate in auricular fibrillation are situa- 
tions which could be best handled by rapid 
digitalization with ouabain or K-strophanthin. 
Lanatoside C, which has a fairly short latent 
period, could also be used. Acetylstrophanthi- 
din, because of its extremely rapid action and 
rapid dissipation should be used with extreme 
caution. 

Digitoxin, digoxin, lanatoside C, gitalin, 
and acetyldigitoxin are all absorbed well from 
the gastrointestinal tract, so they may be 
given orally, not only for initial digitalization, 
but for maintenance as well. Some difficulty at 
times may be experienced with lanatoside C 
in maintenance, but this is probably not due 
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so much to irregularity in absorption as to the 
rapid rate of dissipation. 

Conditions in the gastrointestinal tract may 
influence absorption to some extent. However, 
it should be pointed out that even in the pres- 
ence of marked congestive heart failure, when 
the liver is engorged and the gastrointestinal 
mucosa is edematous, digitalis and the cardiac 
glycosides are absorbed sufficiently well to 
produce a profound beneficial effect in most 
patients not receiving digitalis previously. 

Dosage—There is no fixed dose of a glyco- 
side for either initial digitalization or main- 
tenance.”® For each glycoside, an average ini- 
tial digitalizing dose and maintenance dose 
have been established. However, these figures 
should not be applied directly to an individual 
patient, except to get some general idea as to 
the range of dosage. It can be noted that dos- 
age requirements vary markedly from patient 
to patient. If enough patients are studied, sta- 
tistical treatment of dosage data will show for 
each glycoside a typical probability curve, the 
center of the curve showing the average dose, 
with a considerable spread from those requir- 
ing a small dose to those requiring a very 
large dose. For instance, although the average 
digitalizing dose for digitoxin is 2.2 mg., some 
patients will require as small a dose as 0.8 
mg., some may need as much as 5.0 mg. 

Patients should be given as much of the 
glycoside as is absolutely safe for the first 
dose; then decreasing doses should be given 
at intervals of six to eight hours until full 
digitalization is obtained. This can be deter- 
mined by the clinical condition of the patient, 
the slowing of ventricular rate in auricular 
fibrillation, or the disappearance of signs of 
congestive heart failure. In certain cases, it 
may be desirable to proceed cautiously to the 
minor toxic point to be sure that the maximal 
effect of digitalis is obtained. Administration 
of the drug should then be promptly discon- 
tinued for several hours, after which a main- 
tenance dose can be instituted. There is just 
the same variability in maintenance dose as in 
initial digitalization. The proper maintenance 
dose must bé worked out for each individual 
patient (figure 1). 

Therapeutic range—For most glycosides 
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FIGURE 1. Percentage of patients presenting either maintenance or toxicity with the daily administration of various 


doses of digoxin, digitoxin and lanatoside C. 


the range between the optimal therapeutic 
dose and the toxic dose is small. For that rea- 
son, it is often difficult to keep a patient on an 
optimal maintenance dose. There is always the 
danger, on the one hand, of making the dose 
so small that the patient is underdigitalized, 
or, on the other hand, of making it so large 
that minor toxicity occurs. Published reports 
on amorphous gitalin,* which is a mixture of 
several water-soluble glycosides, indicate that 
this substance has a greater therapeutic range 
than other cardiac glycosides. This prepara- 
tion, then, is particularly valuable in those 
cases in which a satisfactory maintenance dose 
is difficult with the other glycosides. 

T oxicity—The cardiac glycosides as well as 
powdered digitalis leaf produce toxicity of the 
same type.” The only difference noted is in the 
duration. The shorter the rate of dissipation, 
the shorter will be the duration of toxicity. It 
is claimed by some that digitoxin is more like- 
ly to produce serious cardiac irregularities as 
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(Reproduced courtesy of American Heart Journal.*) 


toxic manifestations than are other glycosides. 
This has not been my experience. It is possi- 
ble that minor gastrointestinal toxic manifesta- 
tions, such as loss of appetite and nausea, may 
go unrecognized if the patients are not fol- 
lowed closely. If administration of the drug is 
continued under such circumstances, depres- 
sion of the vomiting mechanism occurs, and 
cardiac irregularities, when they appear, may 
seem to be the first toxic sign. 


The Cardiac Glycosides 


Digitoxin—This was one of the first glyco- 
sides to be isolated from Digitalis purpurea. 
It was originally isolated by Nativelle in 1864, 
and is still marketed as DIGITALINE NATIVEL- 
LE® by one drug company. Unfortunately, 
this glycoside is sold under so many different 
trade names that it is difficult at times to 
know whether or not the paticnt is receiving 
digitoxin or some other glycoside. The major 
characteristics of this glycoside are its long 
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latent period and long rate of dissipation. If 
the physician is cognizant of these facts, he 
should not have any difficulty in using digi- 
toxin. For instance, in initial digitalization, it 
is well to space each oral dose at least eight 
hours apart because it takes almost eight hours 
for a single oral dose to produce its maximal 
effect. Also, it is important to remember that 
the initial digitalizing dose varies from pa- 
tient to patient, and there is no single dose 


talization may vary anywhere from 0.8 to 5.0 
mg. The average dose is 2.2 mg.° 

In attempting to find the proper mainte- 
nance dose, one should again remember the 
slow dissipation rate. Accumulation may oc- 
cur so slowly that patients may be taking the 
same maintenance dose for several weeks be- 
fore mild toxicity may occur. There is often a 
tendency to give patients too high a mainte- 
nance dose of this glycoside. Our studies have 


TABLE 1 


Dosace oF Carpiac GLYCOSIDES 


ORAL (INITIAL) DIGITALIZATION INTRAVENOUS DIGITALIZATION 
—— Sele Feat AVERAGE DAILY 
Fractional Dose Fractional Dose afe Total | aintENANCE DOSE 
Dose Dose 
Digitoxin 0.6 mg.; then 0.3 22 mg. 0.6 mg.; then 0.3| 1.2 mg. 0.15 mg. 
mg. every 8 mg. every 8 
hours hours 
Digoxin 1.5 mg.; then 0.5 | 3.75 mg. 1.0 mg.; then 0.5| 1.5 mg. 0.5 to 0.75 mg. 
mg. every 6 mg. every 6 
hours hours 
Lanatoside C 1.5 mg.; then 0.5 | 7.0 mg. in 24 hours; 1.0 mg.; then 0.5| 1.6 mg. 0.5 to 1.0 mg. 
mg. every 5 16.0 mg. in 72 hours mg. every 5 
hours hours 
Gitalin 2.5 mg.; then 6.0 mg. 0.5 mg. 
0.75 mg. every 
6 hours 
Acetyldigitoxin 0.8 mg.; then 0.4 | 2.4 mg. in 24 hours; 0.8 mg.; then 0.4} 1.5 mg. 0.1 to 0.4 mg. 
mg. every 6 4.0 mg. in 4 days mg. every 6 
hours hours 
Ouabain 0.5 mg.; then 0.1 1.0 mg. 
mg. every hour 
K-strophanthin 0.5 mg.; then 0.1 1.0 mg. 
mg. every hour 
Acetylstrophanthidin 0.2 mg. 


which can be applied indiscriminately. A safe 
initial dose is 0.6 mg. (table 1). This can be 
followed by 0.3 mg. at intervals of eight hours 
until the patient is digitalized or until minor 
toxicity occurs. The patient should be ques- 
tioned as well as examined carefully before 
the administration of each fractional dose. If 
minor toxicity occurs, a full 24 hours should 
elapse before a daily maintenance dose is ad- 
ministered. The total dose required for digi- 
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indicated that the average maintenance dose 
is 0.15 mg. Some patients require as little as 
0.05 mg. a day, and others as much as 0.5 
mg. a day. Care should be taken to avoid toxi- 
city. Symptoms are apt to persist for several 
hours and even days because of the slow rate 
of dissipation of this glycoside. 

Digitoxin is available for intravenous or 
intramuscular use. Although the long latent 
period precludes its use for emergency digi- 
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talization, it is valuable for maintenance use 
in those patients unable to take medicine oral- 
ly. One injection of digitoxin can be given 
intramuscularly each day. 

Acetyldigitoxin—This glycoside is obtained 
from Digitalis lanata. Recent studies have in- 
dicated it is well absorbed from the gastroin- 
testinal tract. It has a shorter latent period 
and a more rapid rate of dissipation than 
digitoxin. Léffler, Essellier, and Forster’ claim 
that it has a wide therapeutic margin. This 
glycoside has been introduced into the United 
States only recently. It looks promising. In the 
next few years reports from various medical 
centers where this glycoside is being studied 
will determine its exact place in regard to 
other glycosides. In the meantime, it should 
be emphasized that acetyldigitoxin has differ- 
ent characteristics than digitoxin, and the two 
glycosides cannot be used interchangeably. 

Digoxin—Since its isolation from D. lanata 
in 1930, digoxin has met with increasing favor 
by physicians. This glycoside has a relatively 
short latent period and also a short period of 
dissipation. Because of these characteristics, 
digitalization by the oral route can be accom- 
plished quite rapidly, and fractional doses can 
be given as frequently as every six hours. If 
toxicity should occur, its duration will be 
short. Like other glycosides, the dose required 
will vary greatly from patient to patient. The 
average oral digitalizing dose is about 3.75 
mg.° A safe initial dose is 1.5 mg., and frac- 
tional doses of 0.5 mg. can be given every six 
hours thereafter until the full therapeutic ef- 
fect is obtained. The average maintenance 
dose appears to be somewhere between 0.5 
and 0.75 mg. Some patients require even less 
than 0.25 mg. a day; others, as much as 2.0 
mg. a day. 

Lanatoside C—Although very closely re- 
lated chemically to digoxin, lanatoside C has 
a very short latent period and therefore is 
quite useful for rapid intravenous digitaliza- 
tion. When the drug is used in this manner, 
the safe initial dose is 0.8 mg. This is fol- 
lowed by fractional doses until digitalization 
is achieved. The average dose for intravenous 
digitalization is 1.6 mg. The oral digitalizing 
dose is much higher because the rapid dis- 
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sipation rate must be taken into account in 
addition to the short latent period. The total 
dose required, then, will depend to a large 
extent on the number of hours required for 
full digitalization. The average total dose is 
about 7.5 mg. Because of its characteristics, 
keeping a patient properly maintained with 
this glycoside may be difficult, and it is ad- 
vised, therefore, that one of the other glyco- 
sides be used for daily maintenance. 

Gitalin—This substance is a mixture of wa- 
ter-soluble glycosides obtained from D. pur- 
purea. Its latent period and rate of dissipa- 
tion are shorter than those of digitoxin but 
longer than those of digoxin. This substance 
is of particular value in. patients showing a 
narrow range between the therapeutic and 
toxic doses, since gitalin has been shown in a 
number of studies by different groups of in- 
vestigators''*:'° to have a greater therapeutic 
range than any of the other commonly used 
cardiac glycosides. The average digitalizing 
dose is 6.5 mg., and the daily maintenance 
dose is from 0.5 to 0.75 mg. 

Ouabain—For many years this glycoside 
has been used for rapid intravenous digi- 
talization. Its action begins within a few min- 
utes after injection, and the peak is reached 
within three hours. Such conditions as acute 
left ventricular failure respond rapidly to the 
use of this drug. Ouabain cannot be used oral- 
ly. Its use by the intravenous route is unsatis- 
factory for maintenance because of its very 
short period of action. The initial dose for in- 
travenous use is 0.5 mg. This is followed by 
fractional doses of 0.1 mg. every hour until 
a total of 1.0 mg. has been given or a satis- 
factory therapeutic effect has been produced. 

Acetylstrophanthidin—This substance is ac- 
tually an aglycone, not a glycoside, because 
the sugar molecule has been replaced by the 
acetyl group. It is the most rapid acting car- 
diotonic substance available. Its action is so 
rapid that it must be used with extreme care; 
otherwise, severe reactions and even death of 
the patient may result. When given intrave- 
nously, acetylstrophanthidin will cause an im- 
mediate, precipitous drop in the ventricular 
rate of patients with auricular fibrillation and 
a rapid fall in venous pressure when previous- 
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ly elevated. The duration of action is also very 
short. There is rarely any need for a cardio- 
tonic substance of such rapid action. 


Summary 


The cardiac glycosides have become very 


popular in the treatment of congestive heart 
failure. It has been pointed out that the vari- 
ous glycosides cannot be used interchange- 
ably. The physician must learn the charac- 
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Symposium on Trauma 


Injuries are not respectors of any medical specialty. 
Accidents, as a cause of injury and death, occur at home, 
at work, at play and at many other points in between. The 
National Safety Council reports that, in 1954, the acci- 
dental death toll was 91,000 and accounted for 9,200,000 
injuries. Accidents last year were the fourth most common 
cause of death, exceeded only by heart disease, cancer, and 
vascular lesions of the central nervous system. Any phy- 
sician may be called on to manage injuries in the home, at 
the office, at the scene of an accident, or in the hospital or 
for an industry. Since all physicians may at some time be 
responsible for various injuries, it behooves all of them 
to have a general knowledge of all body areas. 


The Panel will discuss the varied aspects of trauma 
in as great detail as possible. 


POSTGRADUATE MFDICINE 


4 

| 

; 

dent, Columbus Surgical 
ay 
: at 
+ 
brook Hospital and Arm- 
ies ed Forces Medical Coun- 

: 
46 


Scientific Exhibit 


A New Punch-Biopsy Technic 
for Diagnosis of Joint Diseases 


HOWARD F. POLLEY,! WILLIAM H. BICKEL? and 
MALCOLM B. DOCKERTY? with the assistance of 
ARTHUR H. BULBULIAN, D.D.S.* and 

STANLEY J. McCOMB, F.B.P.A.° 
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‘Section of Medicine, *Section of Orthopaedic Surgery, *Section of Surgical Pathology, ‘Director, Museum of Hygiene 
and Medicine, "Section of Photography, all of Mayo Clinic and Mayo Foundation, Rochester, Minnesota. 


This exhibit has been presented at the meetings of the American Medical Association, San Francisco, June 1954, and 
of the American Academy of Orthopaedic Surgeons, Los Angeles, January 1955, 
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THE INSTRUMENT AND ITS USE 


Biopsy of synovial membrane with a new punch-biopsy technic is a 
relatively simple and safe procedure. It may be performed with little incon- 
venience on ambulatory as well as hospitalized patients; local or general 
anesthesia may be used. The usual operative incision and morbidity of 
arthrotomy are avoided. 


Repeated examinations are possible. The knee is the most suitable 
joint for punch-biopsy. However, punch-biopsy of the ankle, elbow and 
shoulder has been successful. 


Synovial biopsy aids in the diagnosis and treatment of diseases which 
have articular manifestations. This procedure has been carried out on 334 
joints of 275 patients. Adequate synovial specimens were obtained in 87 
per cent of the examinations. 


Punch-biopsy can be carried out either in a 
minor or major operating room. 


Examination of fresh-frozen sections helps to de- 
termine diagnostic value of specimens. 
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The Technic 


Entry is easiest at the attachment of synovia 
at the upper medial or lateral pole of the 
patella. The aperture at the tip of the instru- 
ment is closed by full insertion of the tubular 
knife. Specimen is obtained by first withdraw- 
ing the tubular knife to expose aperture, then 
the tip of instrument is raised, pressed firmly 
against the synovia and slightly retracted. The 
specimen is cut by rotatory reinsertion of 
the tubular knife and is removed with a stylet. 


Model showing insertion of instrument under the quad- 
riceps muscle and tendon before it is introduced into 
the synovial space. 
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Punch-biopsy set consists of outer tube 
with aperture and trocar tip, inner tu- 
bular knife, corkscrew-tipped stylet, 
blunt-tipped stylet and tray with handle. 


Model of knee showing point of inser- 
tion of punch-biopsy instrument just 
above superior margin of patella. 


Model of position of instrument in joint 
space. Synovial specimen is engaged in 
aperture ready to be cut by tubular 
knife. 
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1. Stab wound facilitates introduction of instrument. 


Tubular knife is retracted for collection of fluid. 4. Tubular knife is reinserted with a rotating motion. 


5. Extraction of specimen with corkscrew-tipped stylet. 6. Injection of hydrocortisone may be of value. 
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teps in Technic 

e* eee 2. Instrument is introduced into suprapatellar pouch. 
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7. Adhesive dressing on wound. Elastic support for 24 
to 48 hours. 


11. Typical specimens obtained by punch-biopsy technic 
(H. & E.; x8). 
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12. Healed puncture wounds of multiple biopsies. 


: 
is 
No 
9. Fixed-tissue sections supplement frozen sections. 10. Stained sections ready for microscopic examination. ig 
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Value of Punch-Biopsy in 
DIFFERENTIAL DIAGNOSIS 


. Confirmation of a clinical diagnosis may be accomplished by synovial 
3 biopsy. Clarification of a diagnosis, when results of clinical and laboratory 
if examinations are inconclusive, also may be possible. Punch-biopsy has been 
of diagnostic help in 66 per cent of examinations in which it has been 
employed. 


Monarthritis frequently presents a perplexing type of synovitis. Defini- 
tive diagnosis in such instances may be facilitated by synovial biopsy. Mon- 
arthritis occurred in 27 per cent of patients in this series. 


Punch-biopsy technic also has been used successfully in diagnosis of 
accessible soft-tissue tumors. 
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Synovial Tuberculosis 4 
ES 
Man, aged 18 years, with monarticular pain and swelling of right knee. This had been " 
present for two months at age 16 years. Since he was 17 years old chronic swelling had been 
present in addition to pain on weight bearing and extremes of motion. He had a pleural effu- 
sion at age 17 years. X-ray of chest now shows no abnormality. Sedimentation rate was 11 mm. 
( Westergren ). 


Synovial thickening of right knee. Scar is due to a previous arthrotomy. _Soft-tissue swelling of right knee. No demon- 
strable articular erosion or destructive changes. 


Granulomatous synovitis featuring numerous tubercles, Details of epithelioid tubercle with giant cell. Cultures 
some with giant cells (H. & E.; x30). positive for Mycobacterium tuberculosis (H. & E.; 
x200). 
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Pigmented Villonodular Synovitis 


Man, aged 55 years, with monarticular swelling of right knee. This began spontaneously 
and has been present for eight and a half years. Arthrotomy had been performed eight years and 
again two years ago and fluid had been aspirated repeatedly with only temporary relief of dis- 
comfort. There was progressive disability. Sedimentation rate was 13 mm. (Westergren) at 
time of punch-biopsy. 


Marked synovial swelling of right knee. Patellar erosion at synovial attachments. 
Narrowing and hypertrophic changes in 
patellofemoral articulation. 


Deposits of hemosiderin and mild synovial inflamma- Multinucleated giant cell, hemosiderin and edema in 
tory reaction with giant cells (H. & E.; x60). synovia of pigmented villonodular synovitis (H. & E.; 
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Synovial Chondromatosis 


Girl, aged 14 years, with monarticular swelling and pain in left knee for three weeks. 
Pain was present particularly along medial aspect of the knee, especially on standing. It was 
gradually worsening. Swelling was persistent and she walked with a limp. Sedimentation rate 
was 7 mm. ( Westergren). 


Left knee 
normal. No 
“loose 
bodies” seen 
in either 
anteropos- 
terior or 
lateral views. 


Synovial 
swelling of 


left knee. 


Multiple areas of cartilaginous metaplasia as revealed Very early stage of chondromatous formations in synovia ; 4 
by punch-biopsy examination (H. & E.; x55). (H. & E.; x400). 
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Rheumatoid Arthritis of One Peripheral Joint 


Woman, aged 60 years, who complained of swelling, pain and increased warmth of right 
ankle of one year’s duration. Onset had been gradual with exacerbations and partial remissions. 
Backache in the lumbar region had begun six years ago and had diminished gradually. The 
tuberculin test gave negative results. Sedimentation rate was 62 mm. ( Westergren). 


Localized 

granuloma- 

tous destruc- 
Soft-tissue tion of 
swelling, adjacent 
osteoporosis vertebral 
and juxta- margins and 
articular disk space 
cystic areas between T)- 
of right and Li 
ankle. vertebrae. 


Dense perivascular focal cellular collections in presence Details of perivascular collection of lymphocytes and 
of otherwise mild diffuse inflammation (H. & E.; x60). plasma cells in rheumatoid synovitis (H. & E.; x420). 
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Early Rheumatoid Arthritis 


Woman, aged 47 years, had dislocated the left elbow one year ago but she had residual 
pain, swelling and limitation of motion. An exacerbation occurring nine months after the dis- © 
location also affected fingers of both hands. Fibrositic symptoms developed in the hands and . 
ankles one month before examination. Right knee had been swollen for three weeks and left knee we 
for three days before punch-biopsy of right knee. Sedimentation rate was 52 mm. 


Roentgenogram showed no abnormality of the 
right knee. 


Dense cellular infiltration and synovial proliferation. Small, focal perivascular collection of inflammatory cells 
Perivascular rheumatoid focal collections (H. & E.; x60). and many immature fibroblasts (H. & E.; x320). 
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Gouty Arthritis 


Man, aged 36 years, with severe polyarthritis of feet, ankles or knees on three occasions 
within preceding 21 months. The first remission lasted 10 months, the second three months. 
Present episode in right knee and tarsal region began 12 days before biopsy. There were no 
; tophi. The value for serum uric acid was 9.9 mg. per 100 cc. Sedimentation rate was 37 mm. 


(Westergren). The differential diagnosis between episodic rheumatoid arthritis and gout was 


clinically inconclusive. 


Slight 
soft-tissue 
swelling but 
otherwise 
normal- 
appearing 
right knee. 


Synovia of right knee with deposits of urate crystals 
surrounded by foreign-body giant cells (H. & E.; x90). 
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Slight 
osteoporosis 
of internal 
and external 
malleoli of 
right ankle. 
No articular 
destructive 
changes. 


Details of a tophaceous collection of urate crystals and 
multinucleated giant cells (H. & E.; x340). 
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Value of Punch-Biopsy in 
CLINICAL INVESTIGATION 


Serial studies of synovial changes at various stages of rheumatic dis- 
eases and other conditions with synovitis can be investigated with the aid 
of punch-biopsy. Its use permits further evaluation of therapeutic effects. 
Bacteriologic studies, tissue cultures and chemical analyses of synovial mem- 
brane or fluid are possible. 


Articular diseases, previously investigated incompletely, may be studied 
more advantageously now that this technic is available. 


Synovial specimens obtained by punch-biopsy technic are comparable 
to those obtained by arthrotomy. 
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Punch-Biopsy Compared with Arthrotomy 


Rheumatoid arthritis for five years in man, aged 52 years. He had had exacerbations but 
no complete remission. Extension of right knee had been limited for three years. Present exacer- 
bation was of three months’ duration. Synovial thickening was pronounced. Motion of right 
knee ranged from 160 to 55 degrees. Sedimentation rate was 15 mm. (Westergren). 


Marked articular destruction, loss of joint space and Narrowing of patellofemoral articulation and synovial 
slight osteoporosis of right knee. thickening also seen in right knee. 


PUNCH-BlOPsY: Focal collections of inflammatory cells ARTHROTOMY: Histologically comparable to synovia ob- 
typical of rheumatoid synovia (H. & E.; x30). tained by punch-biopsy (H. & E.; x30). 
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Serial Study of Rheumatoid Synovitis 


Intermittent hydrarthrosis of the left knee for 10 years in a woman, aged 37 years. Pain- 3 
ful swelling was present for three or four days at 10 day intervals. She reported many remis- " 
sions of two months’ duration and occasional transient milder symptoms in other joints. Ray- 
naud’s phenomenon was present for five years. Roentgenograms and sedimentation rates were 
normal. 


BIOPSY BETWEEN ATTACKS: Dense cellular infiltration and Lymphocytes, plasma cells, immature fibroblasts and 
proliferation of rheumatoid synovitis (H. & E.; x60). edema of synovia (H. & E.; x800). 


BIOPSY DURING ATTACK: Diffuse cellular reaction of syno- | Numerous plasma cells and edema of synovia. There was te 
via and perivascular infiltration (H. & E.; x60). a rheumatoid synovitis both during and between attacks i 
F (H. & E.; x800). 


July 1955 


& 
61 


Punch-Biopsy Compared with Arthrotomy 


: Rheumatoid arthritis for five years in man, aged 52 years. He had had exacerbations but 
no complete remission. Extension of right knee had been limited for three years. Present exacer- 
bation was of three months’ duration. Synovial thickening was pronounced. Motion of right 
knee ranged from 160 to 55 degrees. Sedimentation rate was 15 mm. (Westergren). 


Marked articular destruction, loss of joint space and Narrowing of patellofemoral articulation and synovial 
slight osteoporosis of right knee. thickening also seen in right knee. 


PUNCH-BIOPSY: Focal collections of inflammatory cells | ARTHROTOMY: Histologically comparable to synovia ob- 
typical of rheumatoid synovia (H. & E.; x30). tained by punch-biopsy (H. & E.; x30). 
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Serial Study of Rheumatoid Synovitis 


Intermittent hydrarthrosis of the left knee for 10 years in a woman, aged 37 years. Pain- 
ful swelling was present for three or four days at 10 day intervals. She reported many remis- 
sions of two months’ duration and occasional transient milder symptoms in other joints. Ray- 
naud’s phenomenon was present for five years. Roentgenograms and sedimentation rates were 
normal, 


BIOPSY BETWEEN ATTACKS: Dense cellular infiltration and Lymphocytes, plasma cells, immature fibroblasts and 
proliferation of rheumatoid synovitis (H. & E.; x60). edema of synovia (H. & E.; x800). 


BIOPSY DURING ATTACK: Diffuse cellular reaction of syno- | Numerous plasma cells and edema of synovia. There was 
via and perivascular infiltration (H. & E.; x60). a rheumatoid synovitis both during and between attacks 
(H. & E.; x800). 
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Synovia of Osteoarthritis 


Woman, aged 81 years. Painful knees and crepitation were noted with gain in weight. 
three years ago. Pain increased four weeks ago and patient required the help of a cane. Mild 
synovitis was present and flexion was limited at 90 degrees. Osteoarthritis of fingers and bunion 


joints also was present. Sedimentation rate was 19 mm. (Westergren). 


Hypertrophic changes also present at the patello- 


: Marginal hypertrophic changes, narrowing of 
femoral articulation of left knee. 


joint space and articular sclerosis of left knee. 


4g 


Calcified plaque in synovia of left knee without signifi- 
cant cellular reaction. Dense fibrous tissue (H. & E.; 


x155). 


Synovial fibrosis and slight edema of left knee. Slight 
proliferation of lining cells and fibrin formation (H. & 


275). 
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Synovia in Other Conditions ; 


Osteomyelitis of right femur was associated with synovitis of the right knee in a man, 
aged 45 years. Patient reported severe discomfort for one week, but pain had been present for 
three months and swelling for two months. The right knee was found to be moderately swollen 
and slightly tender. Motion ranged from 180 to 90 degrees. Soft tissues above knee were in- 
durated. Sedimentation rate was 114 mm. (Westergren). 


Periosteal reaction of right femur. Increased Sclerosis of bony cortex and abscesses in medul- 
density of adjacent soft tissues. lary cavity of right femur. 


Moderate proliferation of synovial lining cells of right 


Mild edema of synovial fibrous tissue without significant 
knee. Subsynovial edema with minimal inflammation cellular infiltration (H. & E.; x330). 
(H. & E.; x45). 
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Hydrocortisone Given Intra-articularly 


Rheumatoid arthritis of two years’ duration in a man, aged 54 years. Extension of knees 
had been limited for a year and a half and the patient had used crutches for five months. Ano- 
rexia, loss of weight and low-grade fever were also present. Sedimentation rate was 107 mm. 
(Westergren). Roentgenograms showed destructive changes in wrists and knees. 


Punch-biopsy of knee showed dense cellular infiltration Five days after second 75 mg. of hydrocortisone, an- 


of synovia with large focal collections before hydro- other punch-biopsy showed that perivascular infiltration 
cortisone (H. & E.; x55). was less but inflammatory reaction was still present (H. 
& E.; x55). 


Punch-biopsy of knee five days after third 75 mg. of | Synovectomy specimen shows rheumatoid synovitis com- 

hydrocortisone. Perivascular cellular infiltration persists parable with that found on punch-biopsy (H. & E.; 

(H. & E.; x55). x55). A total of 225 mg. of hydrocortisone was given 
intra-articularly in 17 days. 
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Effects of Cortisone 


Severe rheumatoid arthritis of seven months’ duration in girl, aged 17 years. She had ex- 
perienced fever, loss of weight and progressive disability. Elbows and knees were limited in ex- 
tension. Sedimentation rate was 66 mm. (Westergren). Cortisone was given intramuscularly in 


large doses: 300 mg. 48 hours after biopsy, then 100 mg. daily for 32 days until second biopsy. 


Top, Limited extension of knees before cortisone. Bottom, Increased Conspicuous soft-tissue swelling of left 
extension possible after cortisone. knee but no definite articular erosion. 


Rheumatoid synovitis with focal collections of lympho- Synovial biopsy after cortisone. Significant subsidence 
cytes and plasma cells before cortisone (H. & E.; x65). of the inflammatory reaction (H. & E.; x65). 
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POSTGRADUATE CONTINUATION COURSE 


Fitzsimons Army Hospital and 
University of Colorado School of Medicine 


Bronchiectasis 


DONALD E. OLSON* 


Fitzsimons Army Hospital, Denver 


Broncuiecrasis is 
literally defined as a 
dilatation of one or 
more bronchi. How- 
ever, this literal defini- 
tion fails to encompass 
all of the pathologic 
changes characteristic 
of the disease. Grossly, 
the dilated bronchi 
may assume a cylin- DONALD E. OLSON 
dric, saccular or cystic 

configuration. The bronchial walls are usually 
thickened, and microscopically they are con- 
gested and infiltrated with lymphocytes and 
plasma cells. During an exacerbation of the 
bronchial infection the cellular infiltrate may 
become predominantly polymorphonuclear. 
The bronchial epithelium is usually relatively 
normal and ciliated. Occasionally the mucosa 


*Captain, U.S. Army Medical Corps, Department of Medicine, 
Fitzsimons Army Hospital, Denver, Colorado. This article is adapted 
from a presentation at the Seventh Annual Symposium on Pulmonary 
Diseases sponsored by Fitzsimons Army Hospital, University of Colo- 
rado School of Medicine and the American Trudeau Society. 
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is ulcerated, or squamous metaplasia of the 
epithelium is found. Destruction of varying 
amounts of muscular and elastic tissue with 
fibrous tissue replacement is common. In the 
more severely involved bronchi the cartilagi- 
nous plates likewise may be destroyed. Pro- 
liferation of the intima of the bronchial ar- 
terioles is seen in over half of the cases. Gross 
and microscopic evidence of varying degrees 
of chronic pneumonitis, atelectasis and/or 
fibrosis is found in the adjacent lung paren- 
chyma.' The irreversible changes of the bron- 
chi and lung parenchyma point to the usual 
chronicity of the disease. 

Reversible bronchial dilatation has been 
reported.” In such cases bronchographic signs 
of bronchiectasis have been observed immedi- 
ately following a severe pyogenic pulmonary 
infection, but after six or more months re- 
peated bronchograms have shown a normal 
bronchial pattern. This phenomenon has been 
labeled as pseudobronchiectasis. It rarely has 
been reported in the literature. At this time 
it is impossible to determine whether this en- 
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tity is an early reversible stage of bronchiecta- 
sis or whether it represents a change unrelated 
to the classic type of bronchiectasis. 

Since Laennec first described bronchiecta- 
sis over a century ago, the pathogenesis of the 
disease has posed as a problem of consider- 
able moment. At present it is generally be- 
lieved that the bronchial dilatation usually is 
secondary to a combination of bronchial in- 
fection and obstruction.* The common cause 
of the obstruction is bronchial inflammation 
which may result in (1) thickening of the 
mucosa by cellular invasion and edema, (2) 
accumulation of thick, tenacious secretions in 
the bronchial lumen, and (3) ulceration of 
the mucosa and granulation tissue formation. 
Bronchial occlusion also may be produced by 
foreign bodies, fibrous strictures, compres- 
sion of bronchi by enlarged lymph nodes or 
other structures, and the intrabronchial growth 
of tumors. With the subsequent impaired drain- 
age of the obstructed bronchi, an ideal en- 
vironment is present for bacterial invasion 
which may lead to bronchial destruction and 
dilatation. 

Bronchiectasis most often involves the low- 
er lobes and is more common in the left than 
the right lower lobe. From 30 to 50 per cent 
of the patients have bilateral lower lobe in- 
volvement. Approximately 30 to 40 per cent 
of individuals with right lower lobe bron- 
chiectasis have associated bronchiectasis in 
the right middle lobe; a corresponding per- 
centage of individuals with left lower lobe 
bronchiectasis have involvement of the lingula 
of the left upper lobe. Uncomplicated bron- 
chiectasis of the upper lobes is comparatively 
rare. Perry and King‘ found only three pa- 
tients with involvement of the upper lobes in 
a series of 400 cases. 

Bronchiectasis is associated with at least 
40 per cent of the cases of pulmonary tuber- 
culosis.” The bronchiectasis ordinarily is con- 
fined to the segments of lung involved by the 
tuberculous process; therefore, it usually is 
encountered in the apical and posterior seg- 
ments of the upper lobes and the superior seg- 
ments of the lower lobes. Patients who have 
moderately or far-advanced tuberculosis of 
considerable duration are most apt to have as- 
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sociated bronchiectasis. Furthermore, it has 
been noted that endobronchial submucosal 
tuberculous foci are found in at least 50 per 
cent of the bronchiectatic lung specimens re- 
sected from patients with pulmonary tubercu- 
losis. It has been postulated that the submu- 
cosal tuberculous foci may serve as a source 
for persistently positive sputum or as a site 
for transbronchial dissemination of the pa- 
tient’s tuberculous process. Bronchial dilata- 
tion has been noted in a high percentage of 
patients with primary tuberculosis associated 
with prolonged atelectasis of one or more lung 
segments.° Bronchiectasis was found in the 
area corresponding to the previous atelectasis. 


Clinical Manifestations 


Approximately 70 per cent of the patients 
with proved bronchiectasis have detected the 
onset of their symptoms within the first three 
decades of life. However, no age group can 
be considered free of the disease. Clinical in- 
vestigation during the past 10 years has shown 
that a number of cases have been detected in 
the older age brackets.’ The sex distribution 
is equal for males and females. 

About half of the patients with bronchiecta- 
sis have dated the onset of their illness to a 
severe, acute respiratory infection which is 
usually described as a bronchopneumonia.’ It 
has been stated that bronchopneumonia due 
to streptococci is most likely to result in bron- 
chiectasis. Pneumococcal pneumonias are fol- 
lowed by the disease less often. From 10 to 
15 per cent of the patients with bronchiectasis 
have noted the initial manifestations of the 
disease following respiratory infections asso- 
ciated with severe attacks of either measles or 
whooping cough. A small percentage of indi- 
viduals have dated the onset of their illness to 
an attack of influenza or of primary atypical 
pneumonia.” 

Chronic or intermittent cough occurs in al- 
most every patient with bronchiectasis. Usual- 
ly the cough is productive of purulent or mu- 
copurulent sputum, varying in amount from 
a few milliliters to over one liter per day. 
Copious purulent sputum will settle into three 
layers on standing. The lower layer is puru- 
lent, the middle layer is mucoid, and the top 
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FIGURE la (/eft). Posteroanterior chest roentgenogram showing a pneumonic infiltrate in the right middle lobe area 
which persisted essentially unchanged for five months. The patient was a 19 year old white man who had had right- 
sided pneumonia at ages 5 and 13. Since early childhood he had had a chronic cough which produced about 4% cupful 
of purulent sputum per day. Intermittent episodes of right pleuritic pain had been noted. 


FIGURES lb (center) and c (right). Right lateral and left anterior oblique views of the bronchograms which show bron- 
chiectasis in the right middle lobe. The right middle lobe was resected in January 1949 and examination of the tissue 


disclosed both cylindric and saccular bronchiectasis. 


layer is frothy. Occasionally the sputum has a 
foul odor. The productive cough is ordinarily 
most pronounced in the morning, shortly after 
the patient arises. Exacerbations of the symp- 
toms are most apt to occur during the seasons 
of the year when acute respiratory infections 
are common. In the absence of active bron- 
chial infection, cough and expectoration may 
be entirely absent. 

Hemoptysis occurs in at least 50 per cent 
of the patients with bronchiectasis. Ordinarily 
the hemoptysis is not of serious proportions, 
but occasionally exsanguinating pulmonary 
hemorrhage occurs. Chest pain is a rare symp- 
tom but may occur during attacks of acute 
pneumonitis and pleuritis. Wheezing is infre- 
quent but has been detected in some patients 
with extensive bronchiectasis or with associ- 
ated partial bronchostenosis. Fever, malaise, 
easy fatigability and weight loss are common 
only in those individuals with extensive in- 
volvement or with an acute exacerbation of 
the bronchial infection. Dyspnea is a late and 
rare symptom, but it has been noted in pa- 
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tients with extensive bilateral bronchiectasis 
with marked alteration in the adjacent lung 
parenchyma. 

It has been reported that between 30 and 
60 per cent of patients with bronchiectasis 
have demonstrable chronic sinusitis. Formerly 
it was believed that the sinusitis was the etio- 
logic factor primarily responsible for the bron- 
chial abnormality. Subsequent investigations 
have shown that this theory is unlikely.’” 


Physical Findings 


The most constant physical finding is the 
presence of moist rales confined to the area 
of bronchial pathology. The characteristic find- 
ings of chronic pneumonitis, pulmonary fibro- 
sis and/or atelectasis are commonly encoun- 
tered on physical examination as a result of 
the involvement of the adjacent lung paren- 
chyma. Between 10 and 40 per cent of the 
patients have clubbing of the digits, as a re- 
sult of extensive and rather severe involve- 
ment of both lungs. Evidence of cor pulmonale 
may occasionally be detected, by either physi- 
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cal examination or laboratory means. Cor pul- 
monale, however, is uncommon in bronchiecta- 
sis, occurring only as a late manifestation in 
those cases with extensive involvement. 


Roentgenographic Findings 


An absolute diagnosis of bronchiectasis can 
not be made on the basis of the standard chest 
roentgenograms nor from laminagrams of the 
chest. In occasional cases where bronchiecta- 
sis is present, the ordinary roentgenograms 
may be within normal limits. However, three 
major roentgenographic clues suggest the pres- 
ence of the dilated bronchi: (1) The presence 
of a slowly resolving bronchopneumonia, (2) 
the persistent atelectasis of a pulmonary seg- 
ment or lobe, and (3) the presence of a 
“honeycombed” pattern in which the bron- 
chovascular markings are prominent and areas 
of radiolucency are detected between the ac- 
centuated markings. These roentgenographic 


findings are illustrated by figures 1, 2 and 3. 

It is imperative that bronchography be per- 
formed in order to establish the diagnosis. If 
this procedure is to be successful, attention 
must be paid to several details. First, prior to 
performing bronchography the patient must 
be rendered as free of cough and sputum as is 
possible. Second, the radiopaque material 
must be instilled in the tracheobronchial tree 
under very satisfactory local anesthesia and 
preferably with fluoroscopic control. Inade- 
quate anesthesia or blind instillation without 
occasional fluoroscopic checks on the distri- 
bution of the material is apt to result in in- 
adequate filling of some bronchi. Third, it is 
better to perform unilateral bronchography 
routinely. The unilateral procedure largely ob- 
viates subsequent lateral and oblique roent- 
genograms in which the bronchi from both 
sides overlap. Superimposition of bronchi re- 
sults in confusion in the interpretation of the 


FIGURE 2a (left). Posteroanterior chest roentgenogram (October 1953) showing a slight shift of the heart to the left 
with a pneumonic infiltrate in the lower half of the left lung field. There is increased density behind the cardiac sil- 
houette. The patient was a 33 year old white woman who had developed a cough in May 1953. In August 1953 the 
cough became productive of small amounts of mucoid sputum. 


FIGURE 2b (center). Posteroanterior chest roentgenogram (May 1954) showing resolution of the pneumonic infiltrate 
in the lower half of the left lung. The left lower lobe is completely collapsed and casts a dense, triangular shadow 
behind the cardiac silhouette with the apex at the left hilum. 


FIGURE 2c (right). Right anterior oblique view of patient’s bronchogram showing cylindric and saccular bronchiectasis 
involving all portions of the markedly contracted left lower lobe. The lobe was resected and examination of the tissue 


confirmed the presence of bronchiectasis in all segments. 
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FIGURE 3a. Posteroanterior chest roentgenogram show- 
ing increased bronchovascular markings and “honey- 
combing” throughout the lower two-thirds of the left 
lung. The patient was a 24 year old white man who 


developed a chronic cough productive of 60 cc. of puru- 
lent sputum per day. 


films. Fourth, every segment of each lobe must 
be adequately filled before the bronchographic 
studies can be considered complete. 


Prognosis and Complications 


Until the advent of effective antibiotic ther- 
apy, the diagnosis of bronchiectasis implied a 
serious prognosis.'' In some series, 25 to 35 
per cent of the patients with bronchiectasis 
died as a direct result of their disease within 
5 to 10 years after the onset of symptoms. Ap- 
proximately 15 per cent of the patients with 
bronchiectasis have lived 20 years or longer 
after the onset. Patients with bronchiectasis 
often have exacerbations of their bronchial 
infection and/or multiple attacks of pneu- 
monia, which occasionally have resulted in 
crippling pulmonary insufficiency. Some pa- 
tients with bronchiectasis have had their dis- 
ease complicated by empyema, ‘cerebral ab- 
scesses or, rarely, by amyloidosis. 


70 


FIGURE 3b. Left lateral view of the patient’s broncho- 
gram showing extensive saccular bronchiectasis through- 
out the left lower lobe. 


Management 


The only definitive treatment for bronchi- 
ectasis is the surgical removal of the involved 
portion of the lung. Prior to the development 
of improved surgical technics and anesthesia, 
pulmonary resection for bronchiectasis was 
considered a formidable procedure because it 
carried high mortality and morbidity rates. 
However, in recent years the surgical mortal- 
ity and morbidity rates have been reduced to 
low levels.'*:'* Nevertheless, the selection of 
patients for surgical treatment is often diffi- 
cult. Each case must be judged on its own 
merits and individual therapeutic manage- 
ment must be the rule. Criteria which contra- 
indicate surgical treatment are more clearly 
defined than are the indications for it. Indi- 
viduals with extrapulmonary medical contra- 
indications to major surgery are not candidates 
for resection. Furthermore, those persons who 
have irreversible pulmonary insufficiency have 
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too high a surgical risk to warrant this mode 
of therapy. Patients with bronchiectasis in- 
volving all lobes are rarely candidates for 
surgical therapy. Individuals over 50 years of 
age with emphysema and bronchiectasis usu- 
ally should not be subjected to the risks of 
resectional surgery. 

Many physicians believe that surgery for 
bronchiectasis should be performed only when 
the patient has had significant or persistent 
symptoms due to his disease. Specifically, pa- 
tients with localized bronchiectasis who have 
had recurrent episodes of pneumonia, repeated 
bouts of hemoptysis and/or a moderate to 
severe productive cough should be offered the 
benefits of surgical therapy. If the patient has 
had only one episode of pneumonia, has had 
only minor episodes of a slightly productive 
cough and has minor bronchial dilatation, 
medical management is probably preferable. 

The individual with bilateral bronchiecta- 
sis should not be excluded automatically from 
a surgical therapeutic program. If the bron- 
chiectasis is extensive in one lung with mini- 
mal involvement of the other lung, it is possi- 
ble to excise the most severely involved area 
and markedly relieve the patient’s symptoms. 
When the disease is moderately extensive on 
both sides, bilateral resectional surgery may 
be the treatment of choice. Individuals have 
been reported who have had both lower lobes, 
the right middle lobe, and the lingula re- 
moved. They have led fairly normal comfort- 
able lives with some restriction of physical 
activity.'* Most surgeons believe that the least 
involved side should be operated on first as 
this leaves more functioning lung tissue to 
support the second operation, thus, reducing 
the dangers from anoxia. It is suggested that 
three to six months should elapse between the 
two operations. 

In the investigation of most patients with 
bronchiectasis, bronchoscopy should be per- 
formed at least once for several reasons: (1) 
Bronchial tumor, foreign body or gross evi- 
dence of bronchial stenosis may be detected; 
(2) bronchoscopy may afford the surgeon 
much useful information prior to pulmonary 
resection, and (3) bronchoscopy occasionally 
may promote bronchial drainage, particularly 
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when the patient has difficulty expectorating 
his secretion. 

Where there is any reasonable question 
about significant impairment of function, pul- 
monary function studies should be done be- 
fore a patient has surgery for bronchiectasis. 

Those individuals with bronchiectasis in 
whom surgery is contraindicated usually de- 
rive considerable benefit from adequate medi- 
cal management. Furthermore, individuals 
with bronchiectasis who are being prepared 
for surgery must have sufficient preoperative 
medical management to eliminate active bron- 
chial infection and to reduce the sputum to a 
minimum quantity, thereby decreasing sur- 
gical risks. 

Medical management consists chiefly of the 
use of antibiotics and postural drainage. Anti- 
biotics should be used whenever an acute 
pneumonic episode is superimposed on the 
bronchiectasis. Patients without demonstrable 
acute pneumonitis who have purulent or foul 
sputum should also be treated with antibiotics. 
Some patients will benefit from continuous 
antibiotic therapy. In most cases, however, an- 
tibiotics are required only during exacerba- 
tions of the disease. 

There is current debate about the respec- 
tive merits of broad spectrum antibiotics and 
penicillin for long-term therapy. Barach et 
al.’® stated that it is preferable to use penicil- 
lin, since broad spectrum antibiotics simul- 
taneously eliminate the ordinary gram-posi- 
tive and gram-negative bacteria. This often is 
followed by secondary invasion with Pseudo- 
monas aeruginosa, Bacillus, Proteus or Can- 
dida albicans. Infections caused by these or- 
ganisms may be chronic and sometimes fatal, 
and they do not respond well to antibiotic 
therapy. However, broad spectrum antibiotics 
may serve a useful short-term role during the 
acute exacerbations or when complications of 
bronchiectasis develop. 

AEROSOL® administration of antibiotics has 
been advocated by some. It has been pointed 
out that Aerosol penicillin yields high concen- 
trations in the sputum.’® However, others 
have noted that diseased lung tissue may be 
poorly ventilated, and Aerosol antibiotics may 
not actually reach the primary site of involve- 
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ment. In most patients with bronchiectasis 
Aerosol therapy is not necessary; very satis- 
factory results usually may be obtained with 
parenteral use of penicillin or the oral admin- 
istration of broad spectrum antibiotics. Anti- 
biotics should be continued for about one to 
two weeks after the patient’s sputum has lost 
its purulent characteristics and has been re- 
duced to a minimum amount. Prior to the 
institution of antibiotic therapy, sputum cul- 
tures should be obtained to determine the pre- 
dominating pyogenic organisms, and smears 
and cultures should be obtained for tubercle 
bacilli. If improvement in symptoms has 
ceased and purulent sputum persists, further 
sputum cultures might necessitate an altera- 
tion in the antibiotic therapy. If a predomi- 
nant organism is recovered, its sensitivity to 
the commonly used antibiotics should be de- 
termined as a guide to subsequent therapy. 

A most important phase of the medical 
management of bronchiectasis is the proper 
employment of postural drainage.*'’ Various 
methods of drainage have been described. To 
be efficient, the posturing of the patient must 
be designed to drain the involved areas. In 
general, it may be stated that the basilar seg- 
ments of the lower lobes are best drained by 
having the patient lie over the bed with flexion 


at the hips of 80 to 90 degrees. If the superi- 
or segments of the lower lobes are involved, 
drainage is best accomplished by having the 
patient lie in the prone position. The uncom- 
monly encountered upper lobe bronchiectasis 
is best drained by having the patient sit in 
the upright position. Initially it is often neces- 
sary that the patient perform postural drain- 
age as often as every one or two hours through- 
out the day and night. This, however, is an 
uncommon necessity as most patients can be 
maximally benefited by proper postural drain- 
age four to six times per day for periods of 
10 to 15 minutes each. 

The importance of expectorants and bron- 
chodilators is debatable but occasionally each 
or either may be of benefit. If Aerosol broncho- 
dilators or Aerosol antibiotics are to be em- 
ployed, it is wise to use the therapy immedi- 
ately after a period of postural drainage. 

Since it is quite possible that bronchial in- 
fections, pneumonias and like illnesses in chil- 
dren and young adults may progress to de- 
struction and subsequent dilatation of bronchi, 
these diseases should be treated intensively 
until they are completely eradicated. The 
course of events which might subsequently 
lead to the development of bronchial dilata- 
tion may thereby be interrupted. 
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PEDIATRICS IN GENERAL PRACTICE 


Rectal Troubles in Children 


HAROLD E. HULLSIEK* 


University of Minnesota Medical School, Minneapolis 


considering anorec- 
tal and colonic prob- 
lems in children it 
should be kept in mind 
that a child is not mere- 
ly a miniature adult. 
The young patient may 
have any one of a num- 
ber of troublesome con- 
ditions peculiar to 
childhood; on the other HAROLD E. HULLSIEK 
hand, the child is to a 
great extent free from many of the proctologic 
ailments of adults simply because the struc- 
tural changes which are precursors to most of 
these conditions have not yet developed. A 
child is less likely than an adult to suffer from 
anal fibrosis, chronic inflammation, fissure, 
stricture, cryptitis or fistula. Table 1 gives the 
type and frequency, percentagewise, of rectal 
troubles prevalent in children. 

The usual reasons for a child’s visit to a 
proctologist are: bleeding, pain associated 


*Division of Proctology, University of Minnesota Medical School, 
Minneapolis, Minnesota. 
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with bowel movement, alteration in character 
or number of stools, and prolapse. (Since con- 
genital anomalies are noted shortly after birth 
and are treated surgically, they will not be dis- 
cussed here.) A child with any of the symp- 
toms listed should be examined carefully. 


Proctoscopic Examinations 


Only a few pieces of special equipment are 
needed for the examination, but it is impor- 
tant to have them accessible. The same equip- 
ment is used for children as for adults: a 
headlight, proctoscope and anoscopes. A num- 
ber of useful anoscopes are made of steel or 
composition. For many years I have used the 
stainless steel Hirschman anoscope. It has a 
beveled end and is made in large, medium 
and small calibers; the large one is used most 
frequently for both adults and children. For 
actual strictures or anal fibrosis, the small 
anoscope is comfortable for the patient and 
quite useful. 

In general there are two types of procto- 
scopes, one with the light at the distal end, in 
the bowel; the other with the light at the proxi- 
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TABLE 1 


Pepiatric ProctoLocic CONDITIONS IN ORDER 
OF FREQUENCY* 


NUMBER OF 


DIAGNOSIS PER CENT 
1. Diarrheal diseases .......... 1457 53.96 
2. Congenital abnormalities .... 257 9.52 
3. Pilonidal area disturbances .. 197 7.30 
129 4.78 
5. Intussusception ............. 117 4.33 
colitte ............. 7 1.7 

11. Rectal bleeding 

(undetermined) .......... 31 1.15 

25 0.93 
13. Fistula in ano ............ . 20 0.74 
14. Fecal impaction, primary .... 17 0.63 

0.44 

16. Foreign bodies ............. ll 0.40 

17. Meckel’s diverticulum ....... 10 0.37 
18. Irritable colon ........... 9 0.33 
9 0.33 

20. Anal ulcers and abrasions .... 8 0.30 

21, Papuitis, anal 8 0.30 

24. Hemangioma, sacral ......... 6 0.22 

26. Sacrum, diseases of ...... S 0.19 

27. Condyloma acuminatum .... 4 0.15 

28. Incontinence of feces ........ 4 0.15 

29. Spastic rectosigmoid ......... 4 0.15 

31. Cryptitis with papillitis ...... 2 0.07 

32. Malignancy of colon ........ 2 0.07 

33. Acrodynia with ulcerative 

34. Furunculosis, perianal ....... 1 0.04 

35. Tuberculous colitis, primary . . 1 0.04 

36. Ulcer of sigmoid, multiple ... 1 0.04 


*Prepared by Saul Schapiro, Jewish Hospital, Brooklyn, from a sur- 
vey of 2790 children. 


mal, or eye end. I have always used a Cameron 
proctoscope, with the light proximally placed; 
this has proved almost indestructible, adjusta- 
ble for instrumentation, and is not clouded or 
soiled by secretions or stool at the end of the 
scope. The barrel is 25 cm. long, which is 
longer than can be passed full length into a 
child. I have two sizes, one 2 cm. in diameter, 
the other 1.7 cm. For operating I use one that 
is 15 em. long and of considerably larger di- 
ameter than the others. These are either com- 
position or stainless steel. The steel is resist- 


ant to boiling but cannot be used in fulgura- 
tion of polyps, since the metal will conduct 
electricity. 

When a doctor is learning to do proctos- 
copy, he should become accustomed to doing 
it without inflation of the bowel. Proctoscopy 
can be done equally well without distention. 
Working so, the examiner eliminates one more 
attachment on the proctoscope and avoids 
causing any additional discomfort to the pa- 
tient. However, if inflation is used, the cover 
on the end of the scope must be opened or 
removed, which is a nuisance. The fewer 
gadgets the doctor uses and the briefer and 
less formal the examination, the more satis- 
factory it is for both patient and physician. 

For the examination the patient lies on his 
left side, in the Sims position; the examiner 
sits on a low stool behind him on the left side 
of the table. Lying thus, a small child can be 
held by the mother or nurse (sometimes by 
both), and, with the headlight in position, the 
examiner’s hands are free. Within reach there 
should be a paper towel on which to place the 
soiled obdurator, tightly as well as loosely 
wound applicators for wiping out secretions, 
and a place to dispose of them. 

I dislike making anal examinations with the 
patient in the inverted or proctoscopic posi- 
tion, because it is an abnormal position for 
the patient, and for me, at least, it leads to 
deception in appraising hemorrhoids. 

A proctoscopic table is convenient for proc- 
toscopy or sigmoidoscopy, but is by no means 
a necessity. The knee-chest—not knee-shoul- 
der—position is very satisfactory. However. 
if the patient’s thighs are not absolutely verti- 
cal and if his shoulder is not turned under 
with the side of his face resting on the table, 
the examination will be difficult. For small 
children a doubled-up pillow or bolster may 
be used. Again, allow me to stress the impor- 
tance of having at hand plenty of long, loose- 
ly wrapped applicators with which to wipe out 
the bowel; otherwise the proctoscopy fails. 
Rectal examinations can be done more easily. 
and thus more frequently, by preliminary at- 
tention to detail. 

Periodically the question is asked about 
general anesthesia for sigmoidoscopy. In 25 
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years I have never used general anesthesia for 
a proctoscopic examination. However, for un- 
usually vigorous and rebellious children be- 
tween the ages in which they can be held 
firmly and in which they can be reasoned 
with, there seems to be no objection to using 
a general anesthetic, if needed. My anesthesi- 
ologist colleagues tell me that VINETHENE® is 
effective. One of my patients, an eight year 
old girl, has been examined with the proc- 
toscope some 25 or 30 times since she was 
four. She has had three polyps removed from 
her rectum or sigmoid through the scope, 
and two by colotomy. She has never had an 
anesthetic for proctoscopy. She is the only pa- 
tient I have seen who can blow bubbles of gum 
and submit to proctoscopy at the same time. 

Heading Schapiro’s list (table 1) of proc- 
tologic conditions in children is diarrhea. 
This is oftener the pediatrician’s problem than 
one for the proctologist. I mention it here 
only to deprecate the too common practice 
of promptly administering antibiotics to all 
babies with diarrhea. 


Fissure in Ano 


Fissure in ano, or anal ulcer, occurs infre- 
quently in youngsters. A child may have radi- 
ating skin cracks which are quite troublesome, 
but he seldom has a true anal ulcer. This is 
almost always at or near the posterior com- 
missure of the anus, usually has associated 
with it an overhanging so-called sentinel pile, 
and an inflamed anal papilla at its inner end. 
If these two conditions are present, probably 
the ulcer will require surgical treatment. If 
they are not present, it is well to try palliative 
treatment by maintaining a soft stool with a 
demulcent, such as one of the agar or oil 
preparations, together with an anesthetic oint- 
ment. I have found that for children the granu- 
lar demulcents are taken easily and are effec- 
tive. They may be given in orange juice, milk 
or water, or spread on the breakfast cereal. 
Radiating fissures about the baby’s anus are 
troublesome and a source of concern to the 
mother, but they should not be treated surgi- 
cally. Fissures in children are relatively scarce 
because children have not misused the anus 
long enough to have brought about chronic 


July 1955 


inflammation and fibrosis of the posterior 
commissure, the preliminary steps in the for- 
mation of a fissure. Cryptitis often is listed as 
the cause of anal fissure. I do not understand 
why, since, though there are crypts all around 
the anus, fissure always occurs at, or near, the 
posterior commissure. 

If a child has had a fissure for some time, 
he may develop a perianal abscess, although 
he may develop one without a fissure. The 
distinctive symptom of perianal abscess is a 
constant, progressive and unrelenting pain. 
The pain is usually so severe that a patient 
who endures it for more than 72 to 96 hours 
is indeed tough. If the abscess has even the 
smallest drainage opening into the anal canal. 
the pressure will be somewhat relieved and 
the pain may not be so severe. A history of 
the symptoms mentioned should make the doc- 
tor suspicious even before he makes an exam- 
ination. Inspection usually shows a swelling 
or a brawniness in the perianal area. If this 
condition is not obvious, pressure in the area 
will reveal tenderness or induration or both. 
With these signs present the diagnosis is al- 
most certain, but if one is not sure, a leuko- 
cyte count confirms the diagnosis. If the count 
is between 13- or 14- and 19- or 20,000, an 
abscess is present. If the count is raised only 
slightly, waiting is justified. | have no patience 
with the practice of waiting until the abscess 
“points.” The time to open a perirectal ab- 
scess is as soon as possible after the diag- 
nosis is made. It has long been my teaching 
that a perirectal abscess which is scheduled 
for operation at 8 or 9 a.m. has been mis- 
treated, since it was seen the day before and 
should have been drained at that time. Many 
times students have asked me the best time to 
open such an abscess. My answer is, “The 
best time is 24 hours before you see the pa- 
tient; the next best is as soon as you make 
the diagnosis.” 

To open an abscess—and it should be done 
under general anesthesia—a skin incision is 
made over the indurated or swollen area and 
then a mosquito forceps is thrust in toward 
the cavity. When this is reached, the jaws of 
the forceps are spread and a Penrose drain 
inserted. By going in with a forceps instead of 


uw 


aa 
be 
a. 


a knife there is less bleeding. There is much 
talk about the specific type of abscess, wheth- 
er submucosal, retrorectal, ischiorectal, or 
supralevator, etc., but I do not think the aver- 
age operator cares what type it is. The impor- 
tant thing is treatment based on a sound, 
surgical principle: to give free drainage to 
enclosed pus. Also, I do not think it is impor- 
tant to do what used to be called “uncapping” 
or “saucerizing” the skin over the abscess. If 
there is a fistulous connection between the 
incision and the anal canal, the tract will re- 
main open until the fistula is eradicated; if 
there is not (and this may be the case if the 
abscess is opened very early), the cavity soon 
closes and the wound heals. Sometimes it is a 
simple matter to divide the fistulous tract at 
the time the abscess is drained; often swell- 
ing, induration and difficulty in finding the 
internal opening make it advisable to defer 
the fistula repair for a few days. 


Prolapse 


Prolapse in young children occurs because 
the rectum and sigmoid are attached loosely 
to the neighboring structures and because the 
later-developed sacral curve is lacking. Often 
prolapse may be treated merely by replacing 
the prolapsed portion and strapping the but- 
tocks with adhesive tape. In former years 
linear cauterization was popular. In this meth- 
od, four lines are burned with a finely pointed 
cautery through the mucosa on the four sides 
of the prolapse from a point at the end to one 
adjacent to the pectinate line. The prolapse 
is then replaced and the buttocks strapped. 
The cicatricial tissue developed as a result 
of the cauterization tends to fasten the bowel 
where it belongs. I still think this is a good 
method, although in later years I have more 
often used a 5 per cent solution of quinine 
and urea hydrochloride and injected it below 
the mucosa in several places inside the rec- 
tum. No anesthetic is required for this meth- 
od, but one is convenient for cauterization. 

In some instances one may see a prolapse of 
the sigmoid into the rectum. When this condi- 
tion exists, the mother usually reports that the 
child cries in distress, strains a great deal, 
finally passes the stool, and then appears to 
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be quite comfortable. There may or may not 
be a small amount of blood passed. In look- 
ing through an anoscope or proctoscope at 
babies with this condition, one often can see 
a reddish, cone-shaped end of sigmoid pro- 
jecting into the rectum. Nothing that I know 
of can be done about this condition other than 
tell the mother what it is, that she is probably 
“in for it” for a time, and that the child will 
outgrow it eventually. The stools should be 
kept soft by a demulcent. The same is true for 
proctalgia fugax in adults. There is nothing to 
do about it, but its recognition at least puts 
an end to any confusion over the diagnosis. 


Polyps 


Schapiro’s figures show that polyps do not 
occur as often in children as in adults; the 
figure is 3.74 per cent for youngsters and 
ranging between 8 and 15 per cent for adults. 
The exact figures on the occurrence of polyps 
will vary according to different opinions as to 
what constitutes a polyp. If a tiny excrescence 
on the rectal wall is called an adenoma, the 
figure will be higher. This is not incorrect, 
since an excrescence, no matter how small, is 
an abnormality and must be called something. 
However, if one physician calls it an adenoma 
and adds it to his figures, the total will be 
higher than that of the examiner who sees one, 
reaches for his fulgurating tip, destroys it 
with a few sparks, and calls it nothing. Chil- 
dren do have true polyps, usually adenomas, 
and since bleeding is practically the only 
symptom—and that not constant—the possi- 
bility of a polyp must be considered in any 
patient with persistent bleeding. Polyps lo- 
cated some distance above the rectosigmoid 
junction are seen easily through the procto- 
scope. If the polyp is below the peritoneal re- 
flection, and especially if it is on the posterior 
wall, it may be fulgurated safely. If it is 
above, there is always the danger of burning 
a hole through the bowel wall and into the 
peritoneal cavity. 

When I treat patients at my office, I use the 
Britcher Hyfrecator with a fulgurating tip 
long enough to reach through a 25 em. proc- 
toscope. The polyp is fulgurated without an 
anesthetic. If suction is available, the Britcher 
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proctosigmoid desiccator with a built-in suc- 
tion tube for smoke removal is very satisfac- 
tory. This equipment is economical, not com- 
plicated, apparently well made and durable. 
Removal of polyps with the high-frequency 
coagulating snare necessitates a different unit. 

In cases of persistent bleeding where no 
polyp is seen, a roentgenogram of the colon 
should be made. A competent roentgenologist 
can locate and identify even small polyps in 
the large bowel remarkably well. He must, 
however, be an expert and use the double- 
contrast or similar method. This is not diag- 
nostic technic for the amateur or for one who 
does colon work only occasionally; in such 
cases it is at best a waste of the patient’s 
money. 

When a polyp is found roentgenographical- 
ly and is beyond reach of the sigmoidoscope, 
it should always be verified by a second film. 
Locating a small polyp by laparotomy can be 
extremely difficult, although usually not as 
difficult in children as in adults. Make cer- 
tain that the shadow seen in the x-ray is a 
polyp and not a particle of stool or some other 
artefact. If the polyp has a pedicle, which may 
be several inches long, it is usually safe to 
ligate near the bowel wall by a colotomy and 
then remove it. If it is in any way suspicious- 
looking, or if it is sessile, it is probably bet- 
ter to have a frozen section made, and if the 
microscope shows anything questionable, to 
make a segmental resection with an end-to- 
end anastomosis. Prior to an operation, the 
bowel should be prepared for four or five days 
with SULFASUXIDINE® or SULFATHALIDINE® 
and for 24 hours with neomycin. 

It is obvious that a person who develops a 
polyp is in some way different from one who 
does not; therefore, removing a single polyp 
is not necessarily a complete cure. The patient 
still is one who develops polyps, and it be- 
hooves the physician to watch for the devel- 
opment of additional tumors. A patient may 
have more than one single polyp and still not 
have multiple polyposis. Where multiple poly- 
posis exists, the mucosa of the bowel is liter- 
ally replaced by hundreds of small polyps. 
This is a familial disease. It usually requires 
total colectomy, either with anastomosis of 
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the ileum to the rectum, or complete colo- 
proctectomy with a permanent ileostomy. 


Constipation 


In discussing constipation in children or 
adults, the doctor must first establish what 
the patient means by constipation. One pa- 
tient may mean that his bowels move daily 
but with difficulty and hard stools; another 
that he has a movement only every three or 
four days but with a normal stool; still an- 
other that his bowels move only every four to 
six days with a very hard stool. Constipation 
in children does not merit the concern (except 
in cases of actual impaction) that it receives 
from mothers. In impaction the stool is always 
in the rectum, while in true Hirschsprung’s 
disease it is above the rectosigmoid junction. 
Many children are likely to have irregular 
bowel habits regardless of so-called toilet 
training; however, this is not as serious as it 
may be for adults. A child can, with com- 
plaisance, pass a stool of a diameter which 
would be utterly impossible for an adult. If 
this were not true impaction in children would 
be far more frequent than it is. 

I believe that toilet training frequently is 
begun too early in life, and yet the mother 
should not be blamed for wanting to end the 
diaper nuisance. As the toilet training pro- 
gresses, there is gradual inhibition and ob- 
literation of the normal defecation reflex. The 
child is taught to inhibit this reflex at certain 
times and under certain conditions. A habit is 
a conditioned reflex and is formed by doing 
the same thing many times under the same 
conditions. To the very young child, it is 
oftener than not inconvenient and disagree- 
able to sit on the toilet at regular intervals, 
since usually he wants to do other things 
which he considers more entertaining. How 
to get him to sit on the toilet is the problem. 
When the parent belongs to the school whose 
members are concerned with adolescent re- 
sentment toward parental discipline, and feels 
that a display of authority tends to disfigure 
the child’s psyche, the bowel movement may 
be thought of as a precious gift that the child 
proudly presents to his mother. When the par- 
ent belongs to the disciplinary school and be- 
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lieves firmly in knocking the stuffing out of 
his progeny now and then, the child will be 
disciplined. I am inclined to be a follower of 
the latter school, but I am not sure that toilet 
training is the proper place to exhibit my be- 
liefs. However, if the habit is to be established 
and the same act performed daily against the 
child’s wishes, either discipline or reason must 
be used. Reason is not effective in a child a 
year old, and many mothers begin toilet train- 
ing earlier than that. | have known many 
children past the age where their mothers 
thought they were trained to daily bowel hab- 
its who were accidentally discovered (usually 
by blocking up the toilet) to be expelling per- 
fectly enormous stools once every five or six 
days. A child rarely develops a fissure from 
a large stool, and it is apparent that he suffers 
no ill-health; except for the social inconven- 
ience of irregular bowel habits in youngsters, 
the problem is not too weighty. My advice to 
mothers regarding toilet training is simply not 
to take it too seriously. If the gastrocolic re- 
flex remains active, the child eventually will 
develop satisfactory bowel habits although it 
may take a while. 

If the child should develop a fecal impac- 
tion and is not able to expel the stool, he must 
be helped. The treatment is completely un- 
scientific: It consists of using a finger to break 
up the stool into masses which can be expelled. 
Since the sacrum is the only fixed point on 
which to break up the stool, the procedure is 
at least uncomfortable and can be quite pain- 
ful. It may be tried without anesthesia, but if 
the stool is very large and very hard, it may 
be desirable to put the child to sleep. I do not 
favor spending hours or days with solutions 
which tend to soften and disseminate the mass. 
Among other remedies, peroxide has been 
used, but when it is used in sufficient concen- 
tration to be effective, it is likely to be quite 
irritating to the mucosa, and to start diarrhea. 
A physician sometimes sees a child who has 
been scolded by his mother or treated by a 
physician for diarrhea because of constantly 
leaking a liquid stool into his clothing when 
the cause was a large stool which pressed 
against the sphincter and involuntarily ex- 
pelled a soft stool. 
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Pinworms 


Now and then a mother brings a child to a 
proctologist because of pinworms. Often there 
have been no symptoms, but the mother has 
seen worms or what she thought were worms 
in the stool. The diagnosis need not depend 
on the mother’s observations. If the physician 
cannot see the worms, the eggs can be demon- 
strated easily by pressing a piece of scoTCH 
TAPE® against the perianal skin and examin- 
ing it under the microscope. The medical 
books state that pinworms cause a severe pru- 
ritus, and I am sure the authors believe this 
to be so. Nevertheless, the majority of the pa- 
tients that I see with pinworms do not have 
pruritus, and the majority of patients I see 
with pruritus do not have pinworms. This is a 
paradox for which I have no ready explana- 
tion. | have asked many of my pediatrician 
friends to name the symptoms of pinworms; 
they all put itching first. When asked to cite 
specific instances they are more reluctant. 

The eradication of pinworms in a family of 
three or four children, where everything from 
underwear to fingers to carpet dust is infected 
with eggs, is a task not to be taken lightly by 
either a mother or a physician. If the proce- 
dures usually advised are carried out scrupu- 
lously, along with proper measures to prevent 
reinfection, eradication would become a full- 
time activity for several people and require 
separate quarters for all concerned. Among 
the effective remedies for pinworms is piper- 
azine citrate. This is nontoxic, dispensed so 
it may be taken easily, and is unusually effec- 
tive. No physician ends the treatment when he 
hands the mother the prescription. The treat- 
ment requires frequent courses and equally 
frequent testing of perianal skin for eggs, if 
the doctor feels it important to eliminate the 
parasite completely. Furthermore, there is al- 
ways the chance of reinfection. 


Rectal Bleeding 


Bleeding from the rectum in children should 
never be dismissed lightly. (It is an odd fact 
that while an anxious mother will bring in a 
child at the first sign of blood in the stool, 
the same mother will disregard blood in her 
own stool for weeks or months.) In all cases 
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TABLE 2 


Causes oF RecTaL BLEEDING IN CHILDREN* 


CONGENITAL ANOMALIES 
1. Diaphragmatic hernia with torsion of the bowel 
2. Meckel’s diverticulum 
3. Megacolon 
4. Anorectal stricture 
5. Congenital polyposis 


MECHANICAL OBSTRUCTION 
1. Intussusception 
2. Volvulus 
3. Intestinal duplication 


LOCAL LESIONS 

. Fissure in ano 

. Hemorrhoids 

. Polyps of colon and rectum 
. Angiomas of bowel 
Prolapsus recti and ani 

. Malignant disease 

. Fistula in ano 


NAVE 


SYSTEMIC DISEASE 
1. Hemorrhagic disease of the newborn 
2. Purpura 
3. Splenomegaly with hematemesis 
4. Poisoning (mercury, chemotherapy) 
5. Intestinal allergy 

6. Irritable colon 


INFECTION 


1. Bacillary dysentery 

. Amebic dysentery 

. Dysentery with fungous infection 
. Ulcerative colitis 

. Parasitic diarrhea 

. Tuberculous colitis 


FOREIGN BODIES AND INJURIES 


*Prepared by Saul Schapiro, Jewish Hospital, Brooklyn, from a sur- 
vey of 2700 children. 


of rectal bleeding a complete rectal and sig- 
moidal examination should be done. A colon 
x-ray is not the first thing. In view of the fact 
that 70 per cent or more of the causes of bleed- 
ing from the rectum can be seen with the sig- 
moidoscope, it is a sad commentary that only 
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a small percentage of hospital patients having 
colon studies have had the benefit of a proc- 
toscopic examination. 

In a large number of both children and 
adults the cause of rectal bleeding will be 
found at the skin margin or in the anal canal. 
In these patients the actual bleeding occurs 
only during bowel movement, and thus the 
blood is bright red. If there is any blood in 
the rectum, it usually does not arise in the 
anal canal or from hemorrhoids. I have found 
it a good practice to insert carefully a small- 
caliber anoscope into the rectum before the 
examining finger, since trauma caused by the 
finger may cause a slight amount of bleeding. 
If the rectum is carefully wiped out through 
the anoscope with a fluffy applicator, the 
slightest tinge of blood can be noted. If noth- 
ing is seen with the anoscope, the longer in- 
strument is used. If the mucosa is normal in 
color and texture and does not bleed when 
rubbed lightly with an applicator, it is un- 
likely that a colitis exists. Polyps are sought 
for carefully, especially behind the valves 
where they remain unseen. If there is the 
slightest tinge of blood ahead of the sigmoido- 
scope as it is advanced, and no lesion is seen 
to explain it, a colon study should be made. 
Again let me say the colon x-ray is not for the 
amateur. 

Table 2 lists many causes of rectal bleeding. 
When there are no obvious general symptoms, 
most of the causes may be found within the 
range of the proctoscope. Careful rectal ex- 
amination benefits both patient and _physi- 
cian. It will not be a neglected technic if 
thought and preparation are employed before- 
hand to make the procedure brief and not 
too disagreeable. Without advance planning 
the examination becomes a complicated task 
which may come to be considered an unneces- 
sary nuisance. 
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ditorials 


MATERNAL MORTALITY 
IN MINNESOTA 


Etsewuere in this issue (page 1) appears 
an appeal by Professor John L. McKelvey of 
the University of Minnesota Medical School 
for better studies of maternal mortality as a 
guide toward the necessary steps for reducing 
maternal mortality further in Minnesota. Com- 
paratively, Minnesota ranks high among the 
states in every health field. Maternal mortality 
rates for the United States have been steadily 
improving. Before 1934 the rate was six deaths 
per 1000 births and had not fallen appreci- 
ably for 10 years; now our rate is under one 
death to every 1000 births, and in Minnesota 
the official figure for 1953 was 0.4 to 1000 
births. This rate was largely achieved by 
scientific, detailed studies of the causes of 
death in childbirth made under the authority 
of a committee on maternal mortality estab- 
lished by the state medical society and func- 
tioning through the University of Minnesota. 
The committee found, for instance, that ap- 
proximately two-thirds of the diagnoses on 
death certificates in maternal mortality in 
Minnesota were wrong. Approximately one- 
third of the maternal mortalities were never 
reported as such. The study shows that in Min- 
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nesota the use of obstetric anesthesia is for 
practical purposes as dangerous as eclampsia, 
yet the textbook devotes 50 pages to eclamp- 
sia compared to one page on anesthesia. Ob- 
viously not all deaths can be prevented. Never- 
theless preventable deaths have dropped from 
75 per cent in 1941 to 17 per cent in 1954. 
Yet even today one out of every five deaths in 
childbirth in Minnesota represents a death 
which could have been prevented. 

Among the deficiencies to which Professor 
McKelvey calls special attention is failure to 
perform pelvic mensuration and moreover to 
perform it accurately. Deaths were ascribed 
to “aspiration pneumonia” which actually 
represented failure to make a suitable pelvic 
examination and to anticipate difficulties 
which could have been met, but which resulted 
instead in repeated anesthesias under exceed- 
ingly desperate conditions. To the unneces- 
sary mortalities must be added morbidities of 
the mother and damage to the fetus. In Chi- 
cago, under the leadership of its Health Com- 
missioner, Dr. Herman Bundesen and _ the 
epidemiologist, Dr. William I. Fishbein, care- 
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ful investigation of the pathology in every 
case of death of a mother or of a baby in 
childbirth pointed the way to controls that 
are now operative and which have resulted in 
prevention of deaths. Under the leadership 
which now prevails in Minnesota, similar pre- 
ventive measures are being applied and Pro- 
fessor McKelvey notes that “There has not 
been an aspiration death in this state now for 
several years.” 

Succinctly, Professor McKelvey states: 

“The time has come when every physi- 
cian doing obstetrics must recognize that the 
obstetric patient is abnormally sensitive quan- 
titatively to intrathecal anesthetic agents. The 
dosage that a pregnant woman will tolerate 
without difficulty is somewhere between a half 
and a third of that which the normal adult 
will tolerate. Patient after patient is being de- 
stroyed in this state as a result of overdosage 
in spinal anesthesia.” 

In the United States the majority of births 
take place in hospitals under good conditions, 
but there are many hospitals not fully equip- 
ped with modern facilities and many served 
by physicians who may be well trained in 
their own work but who lack competent aid in 
anesthesia. Because of this, Professor McKel- 
vey’s teaching is pointed at “circumstances of 
ill-equipped and perhaps small hospitals with 
limited personnel.” Apparently the proper use 
of anesthetics, both for general and local an- 
esthesia, will do much to prevent some unnec- 
essary hazards. 

The addition of blood for transfusion has 
already done much to control deaths from 
hemorrhage and from hemorrhagic shock in 
childbirth. Blood is generally available but 
apparently is not being given quickly enough 
or in sufficient quantities. Professor McKelvey 
finds no substitute for blood in the treatment 
of hemorrhagic shock and he warns that those 
who are selling substitutes should not be per- 
mitted to prevail on physicians to recommend 
or purchase such substitutes for blood. 

Finally, Professor McKelvey sees the need 
for restrictions to be established within hos- 
pitals which would include minimum stand- 
ards of general physical examination, history 
taking and simple laboratory examinations in 
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childbirth. Repeated instances have occurred 
in which routine application of such technics 
would have made the difference between a 
mother saved and a mother lost. 

MORRIS FISHBEIN 


THE SALK VACCINE 


In December 1934, President Franklin Delano 
Roosevelt appointed a commission to admin- 
ister part of funds which would be raised 
through Birthday Ball celebrations beginning 
in 1935. They were to provide financial as- 
sistance to research in the field of infantile 
paralysis prevention and immunization. This 
commission was headed by Henry L. Doherty; 
its secretary was Paul DeKruif and its mem- 
bership included a number of millionaires and 
many philanthropists, six of whom are now 
dead. The commission appointed an advisory 
medical committee which was composed of 
Dr. George W. McCoy, chairman, with Drs. 
Max M. Peet, Donald D. Armstrong and 
Thomas M. Rivers. Of these only Dr. Thomas 
M. Rivers is still associated with the advisory 
committees of the National Foundation for 
Infantile Paralysis. Drs. McCoy and Peet have 
died, and Dr. Armstrong has retired. 

The first progress report of the commission 
was issued March 28, 1937, and it told of the 
grants that had been made up to that time and 
the research that had been carried on. Little 
was known then of what subsequently became 
necessary in order to arrive at the Salk vac- 
cine. There were even serious differences of 
opinion as to whether or not the preparation 
of a vaccine would be possible. The commis- 
sion was seriously concerned with the ques- 
tion of whether or not universal vaccination 
could be attempted or if it would be possible 
to vaccinate only those children without any 
natural immunity. No one understood why so 
many children have natural immunity, where- 
as today it is known that most have become 
immune through infection early in life. 

Poliomyelitis virus was isolated in 1909, but 
the immunologic types of virus had not been 
classified. It was not possible to grow the virus 
outside the human body. Indeed it was be- 
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lieved that this was a virus which could grow 
only in nerve tissue, and it was not believed 
that the virus could be in the blood or set up 
immune bodies in the blood as is now known 
to be the case. The commission expressed 
great concern over the fact that monkeys were 
necessary for research on this disease and that 
monkeys cost at that time $8.00. Much of the 
quarter of a million dollars the commission 
made available for research was used to buy 
monkeys. At that time emphasis was put on 
the possibility of preventing entrance of the 
virus into the body, which it was believed 
almost invariably took place by way of the 
nose. Artificial cauterization of the nose with 
chemicals was attempted and actually reached 
the stage of field experimentation. Since then 
period recognition has come that the virus 
enters the body more like that of typhoid— 
namely, through the gastrointestinal tract— 
and that it is eliminated through the bowel. 
The Brodie vaccine had been developed under 
the guidance of Professor Park, but all hope 
for this vaccine was lost when the evidence 
became apparent that enough live virus was 
present to cause paralytic if not fatal infantile 
paralysis. 

When the National Foundation for Infan- 
tile Paralysis was established under the leader- 
ship of Mr. Basil O’Connor a new epoch be- 
gan. Unquestionably those familiar with what 
has been done realize that his leadership, his 
encouragement, the inspiration given to those 
in this difficult search for information, his 
ability to raise large sums and his willingness 
to spend large sums in research, in the educa- 
tion of young men, in the support of medical 
education, in all the ways that conduce to suc- 
cess, have been fundamental factors in achiev- 
ing the stage that has now been reached. Step- 
by-step progress has been made through the 
work of Horstmann and Bodian in detecting 
virus in blood; in the work of Bodian and 
Howe in tracing the path of the virus in the 
human body; in the detection of antibodies 
resulting from infection; in the classification 
of the immunologic types of virus, done by 
the National Foundation for Infantile Paraly- 
sis under the leadership of Dr. Harry Weaver; 
in the development of cultures on monkey kid- 
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ney, which was the work of John Enders with 
his associates Waller and Robbins; and now a 
final stage in the development of a vaccine by 
Jonas Salk and a mass trial involving millions 
under the leadership of the vaccine commit- 
tee, headed by Dr. Thomas Rivers, and the 
analysis of the results by Dr. Thomas Francis. 

This is the brief record of the steps which 
have led to the opening of a new epoch in 
the prevention of infantile paralysis. 

The world has received this vaccine with 
great acclaim. Here and there are investiga- 
tors who are still convinced that only a living 
attenuated virus can produce a real and last- 
ing immunity. Other investigators feel that the 
vaccine made of a killed virus should be given 
for the two initial doses and that the final dose 
should be a living attenuated virus. Salk him- 
self now believes that the first two doses should 
be given, after which a period of 7 to 10 
months should elapse before the final booster 
dose is given. Experimental evidence indi- 
cates that a procedure of this kind leads to an 
exceedingly high titer following the booster 
dose and that there is a long duration of im- 
munity. Undoubtedly through the funds of the 
National Foundation for Infantile Paralysis 
support will be given to continued investiga- 
tions of all of these questions. With such in- 
vestigators as John Paul, Albert Sabin, Harold 
Cox and others in England, France and Den- 
mark the total picture can ultimately be drawn. 

Already throughout the world ministers of 
health are appealing for the vaccine which is 
now being manufactured in the United States. 
In Great Britain, France, Germany and some 
other countries, the first steps are now being 
taken for the manufacture of the vaccine. From 
Great Britain comes word that the government 
has been delayed in getting its research council 
to undertake manufacture of the vaccine be- 
cause of a shortage of monkeys. 

The discovery of the Salk vaccine opens a 
new epoch in the attack on infections with 
virus of various kinds and indicates the need 
for continuous support of the National Foun- 
dation for, Infantile Paralysis which has thus 
far led the world in this type of investigation. 


MORRIS FISHBEIN 
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in gastroduodenal and 
biliary tract disorders... 


visceral eutonic 4 

PLAIN AND WITH PHENOBARBITAL a me 

relieves pain= spasm usually in 10 minutes a 
prompt action at the site of visceral pain gives unusually rapid relief : al 


prolonged control of spasm gives relief up to four hours 


no interference with digestive secretions, normal tonus or motility 


. PIONEERS IN PIPERIDOLS | 
INC MILWAUKEE 1, WISCONSIN CoHs 
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- @more complete uct for the 


treatment of urinary tract infections 


ATTACKS 3 WAYS 


1. SULFAMETHYLTHIADIAZOLE 
to provide rapid and high mio concentration 
in the urine. \ N 


2. SULFADIAZINE toprovide adequate 
blood levels. 


3. AZODYNE* to provide fast symptomatic 
relief, making the patient more comfortable. 


* Stuart brand of Phenylazo-Diaminopyridine HCI 


ONE TABLET CONTAINS: 


SULFAMETHYLTHIADIAZOLE 125 mg. 


SULFADIAZINE 125 mg. 


AZODYNE 75 mg. 


Effective low sulfa dosage 


USUAL DOSE: Initially 4 tablets, 
then 2 tablets 4 times daily. 


SUPPLIED: BOTTLES OF 100 TABLETS AT ALL PHARMACIES 
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| 
Sulfadiazine - Azodyn® i 
CAUTION: Federal low prohibit 
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AC E RUBBER-ELASTIC BANDAGE 


elasticity for compression 
body for support 


BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. 


ACE, T.M. REG. U.S. PAT. OFF. 


framework 
ealing 
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—true broad-spectrum activity 
—rapid diffusion and penetration 
—prompt control of infection 
—negligible side effects 


—effective against Gram-positive and 
Gram-negative bacteria, rickettsia, spirochetes. 
certain viruses and protozoa 


—produced under rigid quality control in Lederle’s 
own laboratories 


POSTGRADUATE MEDICINE 


4 
4% 
t 
Tr 
A-68 


\ 
TETRACYCLINE Lederle 


ACHROMYCIN WITH STRESS FORMULA VITAMINS 


filled sealed capsules —a Lederle exclusive! 
No oil, no paste, tamper-proof. More rapidly and completely 
absorbed. Stress vitamin formula as suggested by the National 
Research Council. Prescribe AcHromycIN SF for prompt control 
of infection and rapid patient recovery, particularly in pro- 
longed illness. Capsules of 250 mg. 


Also available: Acuromyctn SF Oral Suspension: 125 mg. per 
teaspoonful (5 cc.), 2 oz. bottle. 


LEDERLE LABORATORIES DIVISION amenrcay Ganamid company Pearl River, New York 


@REG. U. S. PAT. OFF. 
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The Resions offer two effective compounds 
for treatment of almost any diarrheal condi- 
tion found in clinical practice. 

The Resions act by ion exchange . . . to 
attract. bind and remove toxic materials in 
diarrheas caused by food or bacterial toxins, 
by prolonged use of certain drugs, and in 


nd general infectious diseases. 
i. e esions The Resions are safe because they are 
£ totally insoluble and non-toxic. 
va Resion therapy will control about 90% of 
common diarrheas. 
eaill specifics Resion P-M-S is intended specifically for 
rapid control of those rare diarrheas caused 
> by Gram-negative organisms; to prevent sec- j 
in ondary bacterial infection; in mycotic diarrhea 
following the use of the broad-spectrum anti- 


diarrhea 1e enteric growth o 


time-tested, adsorbent effectiveness 


CONGO MAGIC 
ov Dysentery Fetish 
Sodium aluminum silicate.......... 10% scientific magic 
Magnesium aluminum silicate.........1.25% against diarrhea. 


A new formula providing antibacterials to combat bacillary and fungal vectors 


NATIONAL 


Each 15 cc. contains the RESION formula plus: 


Polymyxin-B sulfate...........125,000 units 
Phthalylsulfacetamide............... 1.0 Gm. 


Dosage:REsion—1 tablespoonful hourly Para hydroxybenzoic acid esters ‘ 0.235 Gm 
for 4 doses; then every 3 hours while 
awake. Resion P-M-S—1 tablespoonful 


: ; THE NATIONAL DRUG COMPANY 
hourly for 3 doses; then 3 times daily. 


Philadelphia 44, Pa. 


Supplied: Reston, in bottles of 4 and 12 
fluid ounces.REsIoNn P-M-S, bottles of 4 fl.oz. 
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a fir st choice CHLOR- 
| TRIMETON 
for all types | | 


atk, 


of hypersensitivity 


& 
TABLETS....... 4 mg. | / 


REPETABS®.... 8 mg. 


CHLOR-TRIMETON® Maleate, brand of chlorprophenpyridamine maleate i 


& & é. € A Be e | 
4 
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relief of hay fever 


is prompt 


and sustained 
with unexcelled freedom 


from side effects 


CHLOR- 
TRIMETON’ 


REPETABS® 
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— and sustaitied relief the 


ina of convenient forms. 


TON REPETABS 12 mg.. for rapid, ur 
lergies. Bottles of 100 and 1000. 


Tablets, 4 mg. 
therapy. 100 and 1000. 


| convenient higher strength | 
CHLon-Trimeroy abs 8 mg.. for 8to 12 hours’ sustainedeeliel. 


In addition to the usual 
aids in selecting 


an electrocardiograph . . . 


Sanborn’s 


“Test” and “Return Privilege” 


~ A 15-DAY EXPERIENCE 
OF YOUR OWN 


SANBORN Company, or any of its 
representatives, will be glad to furnish 
you with a list of Viso-Cardiette owners in 

your city, or area, so that you may ask them about their 
experiences with the Viso. We also invite you to ask us for 
completely descriptive literature on the Viso. And, if you are located 
in one of the thirty Sanborn Branch Office or Service Agency cities, 
or its environs, a representative will be more than glad to 
arrange a demonstration in your office. These are the customarily 
available aids in selecting an electrocardiograph, not 
necessarily exclusive to Sanborn. 


However, exclusive with Sanborn is a “direct-to-user” policy 
which offers any physician or hospital added benefits in 


abou Ecc ownership. Among these is the opportunity to use a Viso 
under this plan Colt for 15 d bli 
mi I ardiette as your own, for 15 days, and without obligation of any kind. 
METABULATOR, (If, at the end of the test period, you don’t like the Viso, you simply 
© metabolism tester return it to us in its convenient, specially designed shipping carton.) 
ith 
Reo oon Thus, to the usual aids in judging and selecting an Ecc, Sanborn 
Descriptive literature lets you add your own experience. May we tell you 
is available. more about this plan? 


195 Massachusetts Avenue, Cambridge 39, Massachusetts 
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Relax 


the nervous, 
tense, 


Upjohn 


emotionally unstable: 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPIN 


Each tablet contains: 
Reserpine .......... 0.1 mg. 
or 0.25 mg. 


or 1.0 mg. 


Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 
and 500 

1.0 mg. in bottles of 100 

The Upjohn Company, Kal 
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Syrup (5 mg. pot teaspoontal), ifs 
(5 mg. per tablet). May be habit-forming. 


LONGER-LASTING |, 
MORE THOROUGH | | 


BETTER THAN 
CODEINE PLUS APC 


FOR PAIN? 
Percodan: 


(Salts of Dihydrohydroxyeodsinone and APC) 


Scored, yellow oral tablets. May 
be habit- dose, 


on 4 
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On the Benefits of : 


(the alseroxylon fraction of India-Grown Rauwolfia Serpentina, Benth.) 


for the Hypertensive 


TRANQUILIZING 


Rauwiloid produces a tranquilizing effect uncomplicated by 
dizziness and accompanied by improvement in quality and 
duration of natural nocturnal sleep. This tranquilizing action 
begins in a few hours and reaches its peak in a few days. 


SEDATIVE BUT NOT SOMNOLESCENT 


A feeling of well-being is induced within 24 to 48 hours. 
Geriatric patients become less cantankerous; younger patients 
are better able to cope with the stress of daily living —without 
significant effect on alertness or productive capacity for work. 


BRADYCROTIC 


If tachycardia is present slowing of the pulse is noted after 
two or three days on Rauwiloid. This is especially appreciated 
when cardiac consciousness is part of the clinical picture. 


These actions of Rauwiloid are of definite benefit in every grade of 
hypertension; the more so since Rauwiloid is particularly suited for 
long-term chronic administration, and is virtually free from side 

actions and allergenic toxicity. The beneficial influence of Rauwi- 
loid bolsters the hyvotensive action of potent drugs, making them 
effective in lower dosage and greatly reducing their undesirable 
side actions. 


DOSAGE: bry two 2mg. tablets at bedtime. 
fall effect, one tablet usually suffices. 


sirable alkaloids, the alseroxylon fraction, ex- 
tracted by an exclusive Riker process, and only 
from roots of Rauwolfia serpentina, Benth., 
grown in India. Besides reserpine, Rauwiloid 


Rauwiloid is a mixture of therapeutically de- rom 
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“The symptomatic improve- 
ment, particularly the relief of 
headache, [the induced] brady- 
cardia, sounder sleep, weight 
gain and relief of anxiety ... 
was so consistent and frequently 
so dramatic that it must be 
mentioned. We agree with 
Wilkins that these symptomatic 
benefits are quite real and are 


Finn 
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[Rauwilotd] produces cer- 
‘ait desirable effects such as 
mild sedation without somno- 
lence _ a general sense of well- 
being . 

Livesa: et al.: J.A.M.A. 

155: 1027 i) 1954. 


of the 
unasked, that they 


t, M.B., et al : California 
Mex 412 (Dec.) 1954. 


“Its [Rauwiloid’s] relaxing ac- 
tion may be responsible in part 
for the marked symptomatic re- 
lief it affords, especially in anx- 
ious, neurotic, hypertensive 
patients. 

Wilkins, R.W.: Mississippi 

Doctor 30:359 (Apr.) 1953. 
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info support recovery, speed convalescence 


BRAND OF TETRACYCLINE WITH VITAMINS 


the leading broad-spectrum antibiotic, discovered by Pfizer) 
with water-soluble vitamins in combinations originated by Pfizer, 


When treating patients with infections, experience has 
shown that “one must aim at maintaining the normal 

daily nutritional requirements, replacing previous 

depletions and current losses, and supplying whatever R 

increased requirements may be related to the nature of 


the illness.”* This modern concept provides the means 
for “treating the ‘whole’ patient.”” 


Tetracyn-SF has already demonstrated full antibiotic 
effectiveness’ in comparative trials with Tetracyn® 
q (brand of tetracycline) alone and, in the hands of 
, thousands of physicians, has shown 
Superior Blood Levels 
Superior Toleration 
Superior Clinical Effectiveness 


Two effective dosage forms for oral use: 


Terramycin-SF* (brand of oxytetracycline with vitamins) is also available. 


Tetracyn-SF and Terramycin-SF are formulated to provide 
the minimum daily dose of each antibiotic (1 Gm. of 
Tetracyn or Terramycin) plus the stress vitamin 

formula recommended by the National Research Council. 


1. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Prepared in Collaboration with the C i on Therapeutic 
Nutrition, Food and Nutrition Board, National Research Council, 
Washington, D. C., 1952. 

2. Marti-Ibaiiez, F: Antibiotic Med. 1:247 (May) 1955. 

3. Dumas, K. J.; Carlozzi, M., and Wright, W. A.: Antibiotic 
Med. 1:296 (May) 1955. 


*Trademark for the vitamin-fortified antibiotics provided by Pfizer. 


PFIZER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
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VALMID 


PURPOSE: Short-acting sedative. 

COMPOSITION: 1-ethinyl-cyclohexyl-carbamate. 
INDICATIONS FOR USE: For insomnia caused by 
mental unrest, excitement, fear, worry, apprehen- 
sion or extreme fatigue. 

DOSAGE AND ADMINISTRATION: 1 tablet orally 20 
minutes before retiring. 

HOW suPPLIED: In bottles of 100. 

propucer: Eli Lilly and Company, Indianapolis. 


MULTIPLE RESECTOSCOPES 


DESCRIPTION: Two new multiple-type resectoscopes 
with one-hand operation are now available. Loops, 
sheaths, telescope, rotating contact, lamp and 
working elements, in both instruments, are inter- 
changeable with corresponding types of other 
manufacture. 

One resectoscope employs a coil spring to re- 
turn the loop electrode to normal retracted posi- 
tion; the other employs a flat leaf spring mecha- 
nism. Both accommodate 24, 26 and 28 French 
sheaths, and both have nylon insulation at criti- 
cal points. 
propucer: National Electric Instrument Co., Inc., 
Elmhurst, N.Y. 


Jor your 


Information published in this department 
is supplied by the manufacturers of the 
products described. 


© PENTRITOL® TEMPULES 


PURPOSE: Sustained oral (12 hour) coronary vaso- 
dilation. 

COMPOSITION: Pentaerythritol tetranitrate, 30 mg., 
in a controlled disintegration capsule providing 
three equal releases of 10 mg. each, immediately, 
four and eight hours after taking. Also available 
as Pentritol-B with 50 mg. butabarbital. 
INDICATIONS FOR USE: Coronary insufficiency in- 
cluding angina pectoris, angina decubitus and 
status anginosus. 

DOSAGE AND ADMINISTRATION: Morning and eve- 
ning, 1 or 2 Tempules. 

HOW SUPPLIED: In bottles of 60, 250 and 500. 
PRODUCER: The Evron Company, Chicago. 


® ACHROMYCIN® SF CAPSULES 
AND ORAL SUSPENSION 


PURPOSE: To relieve stress during infection and 
to promote recovery. 
composition: Each soft gelatin capsule contains: 


Achromycin tetracycline HCl] ........ 250 mg. 
Thiamine mononitrate (B,) ......... 2.5 mg. 
25 mg. 
(ie) 0.5 mg. 
Calcium pantothenate .............. 5.0 mg. 
Vitamin K (menadione) ............ 0.5 mg. 


Each teaspoonful of Achromycin SF in oral sus- 
pension contains 125 mg. of Achromycin tetra- 
cycline plus one-half of the capsule formula. 
HOW SUPPLIED: Capsules in bottles of 16 and 100: 
oral suspension in 2%oz. bottles. 

propucer: Lederle Laboratories Division, Ameri- 
can Cyanamid Company, Pearl River, N.Y. 


(Continued on page A-80) 
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‘JIGGLE CAGE’ EXPERIMENT 
SHOWS QUIETING EFFECT OF 


DORIDEN® (glutethimide CIBA) 


tha DORIDEN-. totally new nonbarbiturate hypnotic and sedative—is effective as a quieting 
agent is demonstrated by this pneumatic movement recorder (jiggle cage), which measures the activity of . 
laboratory animals. Note the marked change in the activity of mice after the administration of DORIDEN. A 
Further evidence of the sedative and hypnotic effectiveness of DoRIDEN is provided by numerous clinical a 
studies. DORIDEN acts in 15 to 30 minutes and affords 4 to 8 hours of sound refreshing sleep. Present clinical 
evidence indicates it is not habit forming. Tablets (white, scored), 0.25 and0.5Gm. C I B A suMMIT,N.J. 
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New for Your Armamentarium 


MICRO-MANIPULATOR 


PURPOSE: Microscope attachment for use in ma- 
nipulating minute objects during examination and 
operation. 

DESCRIPTION: Unit has single one-hand mechani- 
cal control which permits microknives, needles 
and pipets to be kept within a 0.136 mm. field of 
view. (There is a section for attachment to the 
right side of the microscope which is identical to 
the section shown on the left side in the illus- 
tration.) 

propucer: E. Leitz, Inc., New York. 


AEROPLAST® LIQUID 
SURGICAL DRESSING 


DESCRIPTION: Sterile dressing (brand of vibesate) 
is sprayed directly on lesion from aerosol type 
container to form transparent plastic film when 
dried. Dressing adheres only to skin surrounding 
wound and not to wound itself, and can be peeled 
off if removal is necessary. 

propucerR: Aeroplast Corporation, Dayton, Ohio. 


@ STENTAL EXTENTABS® 


PURPOSE: Phenobarbital extended-action tablets 
to provide sedative and tranquilizing effects. 
coMposiTION: Each tablet contains in the outer 
coating %4 gr. (16.2 mg.) of phenobarbital, and 
in the core, % gr. (32.4 mg.) of phenobarbital. 
DESCRIPTION: A single Stental Extentab provides 
the sedative effects of %4 gr. phenobarbital, uni- 
formly maintained over a 10 to 12 hour period. 
Extended action frees the patient from a strict 
four hour dosage schedule. 

INDICATIONS FOR USE: Anxiety tension states, in- 
somnia, hypertension, angina pectoris, congestive 
heart-failure, hyperthyroidism, vomiting of preg- 
nancy, epilepsy, hyperirritability, restlessness and 
worry. 

DOSAGE AND ADMINISTRATION: | tablet in the morn- 
ing for daytime effects and 1 in the evening for 
nighttime effects. The dosage may be adjusted 
upward with safety as conditions dictate. 

HOW suUPPLIED: Light pink, coated tablets in bot- 
tles of 100 and 500. 
propucer: A. H. Robins Co., Inc., Richmond, Va. 


MORCAL 


puRPOSE: For gaining weight without excess bulk 
in the diet. 
coMPOSITION: Each 1 lb. can contains: 


(thiamine mononitrate) 
Vitamin Be ........ 50 ug. 
(cyanocobalamin 
pEscrIPTION: High-calorie cereal-like food supple- 
ment in granule form. 
DOSAGE AND ADMINISTRATION: Recommended dos- 
age is 2 rounded tablespoonfuls four times daily, 
or as required. Daily dosage supplies 720 calories. 
Can be eaten as is or incorporated in foods and 
beverages. 
HOW SUPPLIED: In 1 lb. metal cans. 
PRODUCER: Schenley Laboratories, Inc., New York. 


© BONAMINE® CHEWING TABLETS 


PURPOSE: Prevention and treatment of motion 
sickness. 

coMposiTION: Each mint-flavored chewing gum 
tablet contains 25 mg. Bonamine (meclizine hy- 
drochloride) in sugar coating of chicle base. 
DOSAGE AND ADMINISTRATION: Adult dosage is 1 
or 2 tablets one hour before departure; repeated 
every 24 hours. 

HOW sUPPLIED: In PLIOFILM® strips of four tab- 
lets, two strips to a carton. 

propucER: Pfizer Laboratories, Division of Chas. 
Pfizer & Co., Inc., Brooklyn. 


© REDITRIN CAPSULES 


puRPOSE: A hematinic for treatable anemias. 
coMPOSITION: Each capsule contains: 
Vitamin By (in two forms) 


Free vilamm ............. 10 ug. 
With intrinsic factor 
concentrate ............ V4 v.s.p. oral unit 

Ferrous sulfate ............ 300 mg. 
... 50 mg 
1 mg. 
Thiamine mononitrate ...... 2 mg 
2 mg. 
Pyridoxine hydrochloride ... 1 mg. 
@midle 10 mg. 
Liver fraction 2 N.F. ........ 50 mg. 
Desiccated stomach ....... 50 mg. 


DOSAGE AND ADMINISTRATION: For adults, 1 cap- 
sule twice daily, preferably after meals. 

HOW SUPPLIED: In bottles of 60 and 1000. 
propucER: Sharp & Dohme, Division of Merck & 
Co., Inc., Philadelphia. 


(Continued on page A-84) 
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CAFERGOT 


Ergotamine tartrate 
Img. 
with caffeine 100mg. 


Average Dosage: 2 to 6 tablets 
at onset of the attack 


Sandoz 


SANDOZ ARM ACEUTICALS 


HANOVER, N. J. 
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in postpartum breast engorgement, estrogen 
and androgen, employed together, provide — 
more effective therapy with less unwanted 
side effects, than either steroid alone. 


“PREMARIN” with METHYLTESTOSTERONE 


PICKE: 
25 South 
ACTIVE INGREDIENTS: BORIC ACID 2.0% OXYQUINOLIN 
BENZOATE 0.02% AND PHENYLMERCURIC ACETATE 0.02% 
IN SUITASLE JELLY OR CREAM BASES. AVERAGE PH 4.5 
HOLLAND-RANTOS COMPANY, INC. © 145 HUDSON STREET, NEW YORK 13, N.Y 
SEND FOR THIS UNUSUAL FREE BOOKLET «+ “THE PHYSICIAN'S GUIDE METHOD OF CONTRACEPTION” get 4 
You’! 
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with “dial-the-part’’ Automation 


i's called ““Anatomatic” 

Dramatically simple automation of radiographic control which, 

even in unskilled hands, closely approaches the goal of 

"3 good picture every time.” 

no charts, no calculations 

Automatically sets up optimum technic the instant you “dial-the-part” ... 
it's possible to make good radiographs with it without.even knowing the 
meaning Of kilovoltage and milliamperage. 

all you do is... 

(a) Dial the body part on a part-selector scale 


(b) set its measured thickness on another scale 
(c) press the exposure button. 


and a new table that’s a joy to use 
An advanced x-ray table that combines long-famed Century 
ese-of-operation with a new “forward look” that fairly breathes prestige. 


PICKER X-RAY] CORPORATION 
35 South Broadway,] White Plains, N. Y. 


get the story from your local Picker representative 


You'll find him under “Picker X-Ray” in the classified section of your 
local ‘phone book: or write us at 25 So. Broadway, White Plains, N. Y. 
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“PREDNISONE. (metacortandracin) 


-hydrocort 


more po 


able side effects 


ifa 


- devoid of major undes 


Meticorten,” brand of prednisone. 


1isone 


isone. or 


tent than cort 


New for Your Armamentarium 


AEROSOL MASK 


PURPOSE: To administer drugs in the form of 
aerosols. 

DESCRIPTION: Lightweight mask, available in two 
sizes, permits the patient to lie on his back or 
side while receiving therapy. Unit is unaffected 
by sterilization; is adaptable for use with all 
standard 5 cc. nebulizers and some large reser- 
voir-type nebulizers; does not require high flow 
rates of oxygen; and does not have complicated 
valves or rebreathing bags. Particularly recom- 
mended for administration of aerosols to children. 
proDUCER: Ohio Chemical & Surgical Equipment 
Co., A Division of Air Reduction Company, In- 
corporated, Madison, Wis. 


© NEO-CORTEF® 1% LOTION 


PURPOSE: Treatment of allergic dermatitis and 
other inflammatory skin diseases. 
composition: Each cubic centimeter contains: 
Hydrocortisone acetate ......... 10 mg. (1%) 
Neomycin sulfate .............. 5 mg. 
(equivalent to 3.5 mg. 
neomycin base) 
Methylparaben ................ 2 mg. 
Butyl-p-hydroxybenzoate ....... 3 mg. 
DOSAGE AND ADMINISTRATION: May be applied one 
to three times daily, or as required. 
HOW suUpPLIED: In plastic squeeze bottles of 15 
and 30 ce. 
PRODUCER: The Upjohn Company, Kalamazoo, Mich. 


© PATHILON® TRIDIHEXETHIDE 


purpose: An anticholinergic for pain relief from 
peptic ulcer. 

composiTIoON: Pathilon is combined in 25 mg. 
tablet form with 15 mg. of phenobarbital. 
INDICATIONS FOR USE: Also can be used to treat 
chronic hypertrophic gastritis, intestinal hyper- 
motility and certain cases of colitis. 

HOW supPLfeD: In bottles of 100 and 1000. 
propuCcER: Lederle Laboratories Division, Ameri- 
can Cyanamid Company, Pearl River, N. Y. 


(Continued on page A-86) 
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745 Fifth Avenue, New York 22, N.¥. 


PHARMACAL DIVISION 


Dear Doctor: 


SILICARE -- AN INNOVATION FOR CHAPPED, DETERGENT-= 

DRIED, HOUSEWIVE'S HANDS ... 

SILICARE, (a combination of silicone, hexachlorophene, 
allantoin, in a specially prepared base) was found very 
effective in the treatment of subacute and chronic house- 
wive's eczema, contact dermatitis of the hands, uncompli- 
cated "diaper rash", periaural dermatitis due to excessive 
moisture, angular stomatitis, cheilitis, "Saliva eczema" 
and certain hyperkeratotic dermatoses. 

CAREFULLY CONDUCTED CLINICAL TESTS 

SUBSTANTIATE SILICARE'S THERAPEUTIC CLAIMS. 

The results of these tests were reported in an article 
which first appeared in California Medicine.* AS SILICARE 
will be widely distributed and advertised on a nation-wide 
basis in a few months, we thought that both a reprint of 


this article and a professional package of SILICARE itself 
might be of interest to you. 


If you will fill in the coupon below, we shall forward 
these to you. Above all, we most certainly would value 
any comments you might have respecting SILICARE. 


Sincerely yours, 


Revlon Products Corp. 


Revlon Pharmacal Division 

745 Fifth Ave., New York 22, N.Y. 

Gentlemen: 

(] Please send me the reprint of the article 

() Also, please send a professional package 
of SILICARE 


name 


address 


city. zone state 


*Le Van, P, Sternberg, T. H., and Newcomer, V. D., Cal. Med., 81: 210-213, Sept. 1954. 
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New for Your Armamentarium 


@ PRE-CLEANED SLIDES 


PURPOSE: To permit smoother smear dispersion 
and eliminate traditional cleansing procedure. 
DESCRIPTION: The hard, transparent, stable glass, 
which is water white in color, corrosion resistant, 
free from striae, bubbles, blisters and distortions, 
is ready for immediate use. 

propucer: J. Melvin Freed, Inc., Perkasie, Pa. 


RESERPOID® ELIXIR 


PURPOSE: Provides sedative effect of reserpine. 
coMposiTION: Each 5 cc. contains: 


adapted to administration to children and adults 
who cannot swallow tablets and to intractable 
psychiatric patients. 

INDICATIONS FOR USE: Useful in combating anxi- 
ety, hyperexcitability, apprehension, assaultive be- 
havior, compulsive drives and depressed states, 
and in producing a favorable alteration in the 
emotional and mental activity of psychoneurotic 
patients. 

DOSAGE AND ADMINISTRATION: For antihypertensive 
effect, starting daily dose is 2 to 4 teaspoonfuls; 
for maintenance, 14 to 2 teaspoonfuls. 

In psychotic states, mild states may respond to 
daily doses as low as 4 to 8 teaspoonfuls, but 
larger doses may be required in severe psychotic 
states. 

In dermatologic conditions complicated by in- 
cessant pruritus due to nervous tension or in 
palmar hyperhidrosis, as an adjuvant the usual 
dose is 1 teaspoonful four times daily. 

As an adjuvant or background therapy in 
chronic tension or migrainous headache, the dose 
is 0.1 mg. (or about % teaspoonful) three times 
daily. 

For epileptic patients whose seizures are ade- 
quately controlled by anticonvulsant therapy, the 
daily dose is 1 to 6 teaspoonfuls to ameliorate ir- 
ritability and moodiness. 

For irritability and hyperactivity in infants 2 to 
12 months of age, the suggested starting daily 
dose, depending on age and weight, is %4 to 1 
teaspoonful given in equally divided doses if de- 
sired, or as a single dose. 

PRODUCER: The Upjohn Company, Kalamazoo, Mich. 


© G-S SYTE-AYDE ILLUMINATION KIT 


DESCRIPTION: The Syte-Ayde is designed to pro- 
vide light in hard-to-see areas. Powered by flash- 
light batteries, the unit provides four light trans- 
mitting rods (two straight, two bent 90°) and 
three 114 power mirrors supplied with clips which 
fit rod ends. All parts of the multipurpose light 
are contained in a plastic kit. 

PRODUCER: General Scientific Equipment Company, 
Philadelphia. 
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TABLETS BUTISERPINE 


PURPOSE: Hypotensive agent. 
composiTIoN: Each tablet contains: 
BUTISOL® sodium ........... 15 mg. (%4 gr.) 
(Sodium 5-ethyl-5-secondary 
butyl barbiturate, McNeil) 

INDICATIONS FOR USE: Treatment of mild to mod- 
erate essential hypertension, coronary occlusion, 
angina pectoris, congestive heart-failure, premen- 
strual tension and anxiety neurosis. 

HOW SUPPLIED: Yellow tablets in bottles of 100 
and 1000. 
PpRoDUCER: McNeil Laboratories, Inc., Philadelphia. 


© CUVETTE DENSITOMETER 


DESCRIPTION: An electronic device to determine 
the flow of blood from the heart, the densitometer 
is used in research and diagnosis of many cardiac 
cases. A transparent cell indicates decreasing con- 
centration of dye in the blood by means of a photo 
cell which activates an electrical recorder. The 
decrease in opacity of the liquid is plotted on a 
curve and used to compute the heart output. 

PRODUCER: The Colson Corporation, Elyria, Ohio. 


SUPER SPEED FAIRCHILD-ODELCA 
70MM CAMERA 


puRPOSE: Medical photofluorography. Camera 
takes single pictures which can be processed and 
viewed immediately. 

DESCRIPTION: Unit’s optical system makes use of 
concentric mirrors and cone lens corrector; has 
relative aperture of £/0.63, working aperture of 
£/0.8; and a motorized casette with speed up to 
six exposures per second. Other features of the 
camera package are picture identification, auto- 
matic exposure control and processing and view- 
ing equipment. Four other types of film casettes 
are adaptable to the camera unit, ranging from a 
single cut film casette to the Fairchild Mark 
X-100 with a loading of 100 feet of roll film to 
provide approximately 350 exposures. 

PRODUCER: Fairchild Camera and Instrument Cor- 
poration, Syosset, Long Island, N.Y. 
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Products by Therapy Indications 


FOR FURTHER INFORMATION THAN GIVEN ON PAGES INDICATED USE PREPAID POSTCARD BELOW. 
CIRCLE READERS’ SERVICE NUMBER ON CARD CORRESPONDING TO NUMBER AT LEFT OF PRODUCT LISTING 
5. Protamide—Sherman ........................... A-32 47. Sandril with Pyronil—Lilly .................... 
6. Thorazine—Smith, Kline & French ............... A-37 48. Serpasil—Ciba 
7, Wigraine—Organon A-49 49. Serpasil-Apresoline—Ciba ...................... 
Anesthetics Cation Exchange Resins _ 
8. Surital Sodium—Parke, Davis ................... A-87 50. Carbo-Resin—Lilly ........................ .. Ad “" 
Antacids and Intestinal Adsorbents Contraceptives 
A-91 51. Koromex—Holland-Rantos ...................... A-82 
10. Donnagel—Robins ....................... Opp. A-48-49 
Dermatologic Preparations 
12. A-55 54. Neo-Cortef 1% Lotion—Upjohn ................. A-84 7 
13. Perazil—Burroughs Wellcome ................... A-62 55. Selsun—Abbott 
14. Pyribenzamine—Ciba ................... A-10-11-116-117 56. Silicare Lotion—Revlon ........................ A-85 
15. Acetycol—Warner-Chilcott ...................... A-109 
16. Artamide—Wampole .......................... A-58-59 | 
19. Pabalate—Robins Opp. A-4849 & | | 
20. Pabalate-Sodium Free—Robins ............ Opp. A-48-49 1 & | | 
= i 
21. Tedral—Warner-Chilcott ASO! | 
: = | 
2. Achromycin-SF—Lederle ..................... A68-69-78 {| 
23, Aureomycin—Lederle .......................... A-2-3 1 z o w 
24 Mysteclin Squibb g 8 8 & 
» pp. A-16-17 < n 
= | 
dnticholinergics 83 eee eee 
i & & BBE S 
31. Resion—National Drug _........................ A-70 | 
32. Resion P-M-S—National Drug ................... A-70 | 
— 885 8 8 & 
33. Bonamine Chewing Tablets—Pfizer .............. A-23-80 ! 33 
Antispasmodics 
| | 
Cardiovascular Agents 2 3 2 
$8. Apresoline—Ciba A94.95 
39. Butiserpine Tablets—McNeil A86 =! 
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Products by Therapy Indications— Continued 


Diuretics 

Hematinics 

A-118 

59. Reditrin Capsules—Sharp & Dohme .............. A-80 

Hormones and Steroids 

61. Deltra—Sharp & Dohme ........................ A-21 

62. Premarin with Methyltestosterone—Ayerst ....... A-82 

Laxatives 

Lipotropics 

Muscle Relaxants 

Ophthalmic Preparations 

67. Achromycin Ophthalmic Ointment—Lederle ...... A-33 
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Reducing Aids 
68. Altepose—Sharp & Dohme .................. 3rd Cover an 
69. Melozets—Sharp & Dohme .................. 2nd Cover i 
70. Obedrin—Massengill ...................... 
Respiratory Infection Medications 
Sedatives and Hypnotics 
72. Butisol Sodium—McNeil ....................... AG? 
73. Dimethylane—National Drug ............... — Ul 
75. Noludar—Hoffmann-La Roche ............ Opp. A-102-13 Si 
78. Reserpoid Elixir—Upjohn .................. . 
79. Reserpoid Tablets—Upjohn ............... . AF 
80. Stental Extentabs—Robins ................ 480.8 
Sulfonamides 
82. Gantrisin—Hoffmann-La Roche ............ . 
ABE 
Tonics and Digestants ee 
84. Convertin—Ascher A-l04 
Urinary Anti-Infectives 
85. Pyridium—Sharp & Dohme ..................... Ag9 
Vaginal Antiseptics 
Vasodilators 
88. Ilidar—Hoffmann-La Roche ..................... Al 
89. Pentritol Tempules—Evron ...................... A 
90. Roniacol—Hoffmann-La Roche .................. All 
Vitamins ond Nutrients 
91. Calcisalin—Warner-Chilcott ..................... 
AS 
AB 
Af 
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INSTRUMENTS AND EQUIPMENT 


100. Aerosol Mask—Ohio Chem. ..................... Ad 
101. Anatomatic X-Ray—Picker ...................... AB 
102. Cuvette Densitometer—Colson ................... AX 
103. 70MM Camera—Fairchild ...................... AS 
104. G-S Syte-Ayde—Gen. Scientific .................. A% 
105. Micro-Manipulator—Leitz Ad 
106. Precleaned Slides—Freed AS 
107. Resectoscopes—Nat'l Elec. Inst. ................- 
108. Viso-Cardiette—Sanborn An 
MISCELLANEOUS 


109. Ace Bandage—Becton, Dickinson ..............-- Asi 
110. Aeroplast Surgical Dressing—Aeroplast .......... Ad) 
112. Mouth Wash—Lavoris ASI 


113. Surgilope Sutures—Davis & Geck ..............-- 
114. Projectors—Eastman Kodak .................--: Ald 
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Anesthesiologists find SURITAL 
sodium (thiamylal sodium, Parke- 
Davis) a versatile anesthetic, 
readily adapted to all operative 
and manipulative procedures and 
to all anesthesiologic technics. 
SURITAL causes little laryngo- 
spasm, bronchospasm, respiratory 
or circulatory depression. And 
patients are spared unnecessary 
distress because SURITAL affords 
rapid, smooth induction and re- 
covery usually without nausea, 
vomiting or excitement. 


proved advantages 


SURITAEL sodium 


ultrashort-acting intravenous anesthetic 


PARKE,DAVIS & COMPANY  pertroit, micuican 


Detailed information on SURITAL sodium is available on request. 
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EXPASMUS 


for relief of muscle spasm and pain 
in arthritic and rheumatic conditions 


EXPASMUS 


for relief of tension a 
associated with muscle spasm — 


i EXPASMUS 
for relief of low back pain 


modern... 
. | comprehensive ... 


combines two relaxants — mephenesin for skeletal muscle 
spasm and dibenzyl succinate for associated smooth muscle 
spasm — with the analgesic potency of salicylamide. Ex- 
pasmus provides safe, effective therapy without the disad- 
vantages of belladonna, the barbiturates or amphetamine. 


Composition and dosage: Each tablet contains dibenzyl succinate, 
125 mg.; mephenesin, 250 mg.; salicylamide 100 mg. In bottles 
of 100. 
Average dose, two tablets every four hours; maximum daily 
dose 12 tablets. 


ON YOUR PRESCRIPTION ONLY + SAMPLES ON REQUEST 


150 Lofayette St., New York 13, N. Y. 


*Trademark Manufacturers of ethical products for over half a century 


ption therapy 


MARTIN H. SMITH CO. 
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(PHENYLAZO-DIAMINO-PYRIDINE HC!) 


yridium 


Gratifying relief from urogenital 
symptoms in a matter of minutes 


COMFORT 
ON THE JOB... AND AT PLA 


EFFECTIVE— An extensive evaluation’ of the 
effects of PyrrpruM in 118 cases of pyelonephritis, 
cystitis, prostatitis and urethritis showed the 
drug relieved or abolished dysuria in 95% of the 
patients and reduced or eliminated nocturia in 
83.7% of the cases. 


WELL-TOLERATED—Specific analgesic action is 
confined entirely to the urogenital mucosa. 
PyrIpIuM may be administered concomitantly 
with sulfonamides or antibiotics. When so used, 
it provides welcome relief from painful symptoms 
in the interval before the antibacterials can act. 


PHYSIOLOGICAL— The soothing analgesic action 
of Pyrip1uM helps relax irritated, tense sphincter 
muscles of the bladder. This relaxation mini- 
mizes the amount of residual urine. 


PSYCHOLOGICAL—Prompt appearance of the 

characteristic orange-red color in the urine is 

positive assurance to the patient of Pyripium’s 
rapid access to affected areas. 


SUPPLIED— in 0.1 Gm. (1% gr.) tablets, vials of 
12 and bottles of 50, 500 an 4 


Pyriprum is the registered trade-mark of Nepera Chemical Co., 

Inc., for its brand of phenylazo-diamino-pyridine HCl. Sharp & 

Dohme, Division of Merck & Co., Inc., sole distributor in the 
nited States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
DIVISION OF MERCK & CO., Inc. 


REFERENCE: 1. Kirwin, T. J., Lowsley, O. S., and Menning, J., Am. J. Surg. 62:330-335, December 1943. 
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THE MEDICAL 


ADVANCES IN PEDIATRICS 


Edited by S. Z. Levine, M.D., Cornell University 
Medical College, New York, and five associates. 
Vol. 7. 351 pages, illustrated. 1955, The Year 
Book Publishers, Inc., Chicago. $8.00. 


Seven monographs on diversified subject mat- 
ter by recognized authorities comprise the cur- 
rent volume of “Advances in Pediatrics.” The 
material presented will be useful to both prac- 
ticing and research pediatricians. 

The monographs include: “On fibrous defects 
in cortical walls of growing tubular bones,” by 
John Caffey of New York, who presents excellent 
photographs of roentgenograms as illustrative 
material; “The urinary tract in childhood,” by 
Meredith F. Campbell of Miami, who gives an 
encyclopedic review of the subject from embry- 
ology through anatomy to clinical varieties of 
urologic disease in children; “Malnutrition in 
infancy and childhood, with special reference to 
kwashiorkor,” by four authors from the Hos- 
pital for Infants in Mexico City, who present 
material not usually seen in pediatric practice in 
the United States; “Phonocardiography in chil- 
dren,” by Edgar Mannheimer of Stockholm, who 
makes practical use of a method for visual re- 
cording of murmurs associated with congenital 
and acquired disease which cannot always be 
detected by auscultation; “Infantile cerebral pal- 
sy,” by Meyer A. Perlstein of Chicago, who pre- 
sents a concise summary of his writings and ex- 
perience in the field which has interested him for 
many years and discusses classification as an 
aid to treatment; “Mucoviscidosis,” by Harry 
Shwachman and associates of Boston, who cor- 


ookman 


relate the latest information on this disease and 
present many useful tables along with clear out- 
lines of diagnostic details and treatment proce- 
dures; and “Congenital megacolon,” by Orvar 
Swenson of Boston, who presents briefly his ex- 
perience with this disease which has responded 
satisfactorily to his surgical approach. 

The bibliographies are complete and should 
be helpful to those requiring further details on 
the subjects treated. This volume compares favor- 
ably with its predecessors and will be an aid to 
those who wish to keep informed on material of 
current interest. 

S. D. M. 


HYSTERECTOMY 


By John C. Burch, M.D., Director, and Horace 
T. Lavely, M.D., Member, The Burch Clinic, 
Nashville, Tennessee. 94 pages, illustrated. 1954, 
Charles C Thomas, Springfield, Illinois. $5.50. 


This monograph on hysterectomy is written 
in a direct and interesting style and covers the 
subject very completely. The chapter on condi- 
tions requiring hysterectomy is done exception- 
ally well, and the illustrations of the various 
operative technics are excellent, making it easy 
for the reader to follow the procedures being 
demonstrated. 

The authors have co-ordinated a large amount 
of material into a brief, interesting and compre- 
hensive presentation. 

W. H.R. 
(Continued on page A-92) 
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FAST 


Not merely to Gonérél gastric but to avoid systemic dis- 


4 q the balanced, 9bjective that Atupnox Tablets 
ac They do so by combining aluminum hydroxide and 
of magnesia in the therapeutit fatio of 44 1—tlinically supported 
| quick, long- -lasting, and effective antacid action! without risk of 
CoUStipation, acid rebound, or For-either simple hyneraeidity 
q OF Peptic ulcer. 


Supplied? ALupRoX Tablets, boxes and 1000, Also av ailable: 
ALuDROX Suspension, bottles of 12 oz. 

1. Rossett, ami others: int. Med. 36:98 Wan.) 1952. 
2.. Jankelson, 1.R.: Am. J. Digest: Dis. 14-11 Gan) 1947, 


Aluminum Biydroside with Magnesium Hydroxide 


POCKET FOR THERAPY 
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The Medical Bookman 


PATHOLOGY 


By Peter A. Herbut, M.D., Professor of Pathol- 
ogy, Jefferson Medical College, Philadelphia. 
1,227 pages with 1,378 illustrations. 1955, Lea 
& Febiger, Philadelphia. $16.00. 


This is a good companion volume to Dr. Her- 
but’s “Surgical Pathology,” the second edition 
of which was published last year. However, the 
present volume is far more pretentious and shows 
on every page the didactic methods of a profes- 
sor. As the author states in his preface, he has 
attempted “to reduce an encyclopedic amount of 
information to the confines of a single volume. 
To achieve this end a rather rigid pattern is nec- 
essarily followed throughout the text.” 

The second sentence in the first chapter states: 
“Health (A. S. = whole) may be defined as a 
normal state of the body or as a condition of the 
body when it exists in complete harmony with 
its surroundings.” Then follows definitions of 
disease, pathology, etiology, and so on, through- 
out the book. This combination of a dictionary 
with a textbook on a medical specialty is a most 
useful aid to the student. There are 39 chapters 
by the author and a fortieth chapter on the cen- 
tral nervous system by Bernard J. Alpers, Profes- 
sor of Neurology at Jefferson Medical College. 
The 651 plates, clearly printed on good paper, 
illustrate well the descriptive material in the 
text. In addition, there are six color plates. 

A. H. S. 


POTASSIUM METABOLISM 
IN HEALTH AND DISEASE 


By Howard L. Holley, M.D., Department of 
Medicine, and Warner W. Carlson, Ph.D., De- 
partment of Biochemistry, University of Ala- 
bama Medical-Dental Schools, Birmingham. 131 
pages. 1955, Grune & Stratton, Inc., New York 
and London. $4.50. 


In recent years much emphasis has been placed 
on the electrolyte balance studies in clinical as 
well as laboratory medicine. Indeed, it is ex- 
ceedingly important, and Drs. Holley and Carl- 
son have written a monograph pertaining to 
potassium metabolism in health and disease. The 
book reviews this complex subject to provide a 
practical clinical guide in the diagnosis and treat- 
ment of abnormalities in potassium metabolism. 


In a clear and precise manner the authors con- 
trast normal potassium metabolism with potas- 
sium deficiencies and potassium excesses. The 
potassium ion is involved in energy production 
by muscle cells. It is essential to the mechanism 
of muscle contraction, and it affects muscle ir- 
ritability. Abnormal potassium metabolism is 
also reflected in such clinical entities as convul- 
sions, mental confusion and coma. 

The authors discuss extracellular alterations 
in potassium metabolism and their significance 
in acidosis and alkalosis, the pathology of potas- 
sium deficiency, and the histologic alterations 
that occur in the heart muscle and associated 
changes in the electrocardiogram. They postu- 
late that the sodium ions replace intracellular 
potassium ions and carry water into the cell 
with a resultant toxic effect as an explanation 
for the apparent toxicity of the sodium ion in 
the presence of potassium deficiency. There is 
also a chapter dealing with the effect of diet in 
the treatment of abnormal potassium metabolism. 

S. A. L. 


®> HERNIA; The Pathologic Anatomy 
of the More Common Hernias 
and Their Anatomic Repair 


By Chester B. McVay, M.D., Clinical Professor 
of Surgery and Associate Professor of Anatomy, 
The University of South Dakota School of Medi- 
cal Sciences, Vermillion. 40 pages with 19 plates. 
1954, Charles C Thomas, Springfield, Illinois. 
$4.75. 


This monograph, one in the pictorial surgical 
technic series, was written by a surgeon well 
known for his interest in hernia. His writings 
have been responsible for an increased under- 
standing of the associated anatomic and patho- 
logic aspects of abdominal wall defects. The 
monograph has diagrammatic illustrations of the 
anatomy and various technics of the surgical re- 
pair of hernias. A new perspective of the anato- 
my of the problem is presented in that most 
illustrations view the anatomic field from within 
the abdomen outward. Particular attention is 
given to the musculo-aponeurotic layers and es- 
pecially to the transversus abdominis. The need 
for re-establishment of the normal anatomy in 
the repair of hernias is stressed. 

O. H. B. 
(Continued on page A-96) 
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Phenobarbital —the sedative par excel- 
lence—is now available in the unique 
Robins’ Extentabs dosage form, as 
‘Stental Extentabs’. 


Each Stental Extentab contains % gr. 
phenobarbital, one-third of which is re- 
leased promptly on ingestion, and the 
balance gradually and evenly, to provide 
smooth, sustained sedation over a 
period of 10 to 12 hours...thus avoid- 
ing repeated dosage during the day, 
or awakening at night for additional 
medication. 


A. H. ROBINS CO., INC. * Richmond 20, Virginia 
Ethical Phormaceuticals of Merit since 1878 


a new Robins’ Extentab forms 
ie 
: 


SITES OF ACTION 
@ serrasir 
* APRESOLINE 


SERPASIL® (reserpine j 
SERPASIL@-APRESOLINE® hydrochloride (res and hydralazine hydrochloride CIBA) 
APRESOLINE® hydrochloride (hydralazine hydebchloride é- 
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HYPERTENSION. 
44 f j 7 Ali WA 


“ef initial therapy—in all cases: 


SERPASIL, pure crystalline alkaloid of 

rauwolfia root—particularly effective in. the 

neurogenic forms of hypertension. Acte cen- 

traily—tranquilizes, moderatcly lowers blood” 
Pressure, slows heart rate. 


When combination therapy is Indicated: 


; product offering convenience and economy 

inthe more complicated case: involving beth 


Serpasil-Apresoline 


in more refractory cases requiring further 


APRESOLINE acts centreily and peripher- 
aty for a marked antihypertensive effect. 
Increases renal plasma flew—produces Vaso- 
Bressor 


Apresoline’ 


Berpasit Tablets, 0.1 mg, 0.25 me. we 1.0 mg. 

Parenteral Solution (for neuropsychiatric use only}, 

2.5 mg. per mil., in 2-m!. ampuls. 

Elixir, 6.2 mg. per teaspeonfal. 

SerpastkApresoline Tablets, each containing 0.2 mg. of Serpasil and 25 me. of A preseline. 
* Tablets, each containing 62 mg. of Serpasil and 50 mg. of Apresoline. 

Meresciine Tablets, 10 mg., 25 mg., 50 mg. and 100 

Ampula) 1 mb, 20 meg. perm,” 
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triple synergistic 
action relieves primary 
dysmenorrhea 


TRI-SYNAR 


Tri-Synar—through triple synergism— 
attacks smooth muscle spasm 3 ways... 
musculotropic, anticholinergic and anti- 
histaminic. Powerful parasympathetic 
sedation is possible with only small doses 
of belladonna. Side effects are decidedly 
restricted. 


TRIASYNAR tablets 


Each tablet contains: 


Powdered Extract of Belladonna’. . 


Phenyltoloxamine Dihydrogen 


Ethaverine Hydrochloride....... 


*Equivalent to 2.5 minims of tincture of 
belladonna U.S.P. 


Bottles of 100. 


Elixir TRIAS YNAR 


Each teaspoonful (5 cc.) contains: 
Fluidextract of Belladonna}..... 
Phenyltoloxamine 
Citrate. 
Ethaverine Hydrochloride. aphences 12.5 mg. 


tEquivalent to 2.5 minims of tincture of 
belladonna U.S.P. 


Bottles of 16 fl. oz. 


THE ARMOUR LABORATORIES 


KANKAKEE, ILLINOIS 


A DIVISION OF ARMOUR AND COMPANY 
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The Medical Bookman 


> A TEXTBOOK OF NEUROLOGY 


By H. Houston Merritt, M.D., Professor of Neu- 
rology, Columbia University, New York. 746 
pages with 181 illustrations. 1955, Lea & Febi- 
ger, Philadelphia. $12.50. 


This book gives evidence of the author’s vast 
clinical experience as director of the service of 
neurology at the New York Neurological Insti- 
tute. He has organized the book on a clinical 
basis and has reduced its size by eliminating the 
traditional sections on anatomy and examina- 
tion of the nervous system, since those aspects 
of the subject are adequately covered in spe- 
cial texts. 

In contrast to older textbooks and reflecting 
the many therapeutic advances in neurology in 
the past two decades, Dr. Merritt has empha- 
sized the various treatments of neurologic dis- 
orders and has discussed their application in 
detail. 

The illustrations are clear, the titles are well 
chosen and the index is satisfactory. The bibli- 
ography is concise and well selected. 

E. C. C. 
(Continued on page A-98) 


Vitamins at a 
truly therapeutic 
level for all 
stress conditions 


Theren 
(STUART) 


Tablets: Liquid: 
30’s-and 100’s 4 oz. bottles 
Dose: Dose: 
1 tablet daily 1 teaspoonful daily 
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good-tasting 
_ provides easily assimilable extra calories © 


smulsion. Its unusually small particle size (average, 1 micron) favors 
__ ease of digestion and eliminates oily taste. Just 2 tablespoonfuls 


MENLEY LABORATORIES, INC. DIAGNOSIS AND MANAGEMENT 
YORK 1, NEW YORK 


UNDERWEIGHT SYNDROME 


fra 
 Easy-to-take EDIOL is a completely stabilized oral fat 
glass of fresh milk, q.i.d., provide 1200 extra calories. Good-tasting 
. is supplied in one pint bottles. : 


The Medical Bookman 


Books received will be acknowledged in this 
department each month. As space permits, books 
of principal interest to our readers will be reviewed 
more extensively. 


Fluoroscopy in Diagnostic Roentgenology. By Otto 
Deutschberger, M.D., Assistant Clinical Professor of 
Radiology, New York Medical College, New York. 771 
pages with 888 illustrations. 1955, W. B. Saunders Com- 
pany, Philadelphia and London. $22.00. 


The Care of Your Skin. By Herbert Lawrence, M.D. 
95 pages. 1955, Little, Brown and Company, Boston and 
Toronto. $2.50. 


The Joints of the Extremities. By Raymond W. 
Lewis, M.D., formerly Director, Department of Roent- 
genology, The Hospital for Special Surgery, New York. 
108 pages with 102 illustrations. 1955, Charles C Thomas. 
Springfield, Illinois. $8.50. 


Cardiac Emergencies and Heart Failure. By Arthur 
M. Master, M.D., Marvin Moser, M.D. and Harry L. 
Jaffee, M.D., New York. Ed. 2. 203 pages with 14 illus- 
trations. 1955, Lea & Febiger, Philadelphia. $3.75. 


Ionography; Electrophoresis in Stabilized Media. 
By Hugh J. McDonald, D.Sc., Professor of Biochemistry, 
Stritch School of Medicine of Loyola University, Chi- 
cago. 268 pages with 29 illustrations. 1955, The Year 
Book Publishers, Inc., Chicago. $6.50. 


Antimicrobial Therapy in Medical Practice. By 
Harrison F. Flippin, M.D., Associate Professor of Clini- 
cal Microbiology, and George M. Eisenberg, D.Sc., The 
Graduate School of Medicine, The University of Penn- 
sylvania, Philadelphia. 284 pages. 1955, F. A. Davis 
Company, Philadelphia. $5.00. 


Freedom from Fear. By Lester L. Coleman, M.D., As- 
sociate Attending Surgeon of the Manhattan Eye, Ear 
and Throat Hospital, New York. 285 pages. 1955, Haw- 
thorn Books, Inc., New York. $3.95. 


Cerebral Vascular Diseases; Transactions of a con- 
ference held under the auspices of the American Heart 
Association, Princeton, New Jersey, January 24-26, 1954. 
Edited by Irving S. Wright, M.D., Professor of Clinical 
Medicine, and E. Hugh Luckey, M.D., Dean, Cornell 
University Medical College, New York. 167 pages. 1955, 
Grune & Stratton, Inc., New York and London. $5.50. 


Medical Progress 1955. Edited by Morris Fishbein, 
M.D., Clinical Assistant Professor of Medicine, Univer- 
sity of Illinois College of Medicine, Chicago. 346 pages. 
1955, McGraw-Hill Book Company, New York. $5.00. 


Hyperostosis Cranii. By Sherwood Moore, M.D., Pro- 
fessor Emeritus of Radiology, Washington University 
School of Medicine, St. Louis. 226 pages with 107 illus- 
trations. 1955, Charles C Thomas, Springfield, Illinois. 
$10.50. 


eNMedical 


CONVENTIONAL SITUATION 


What doctor, however honest, 
However righteous and pure, 
Doesn't plan for a three-day convention 
As part of a three-week tour? 


Is the meeting in New York City? 
Well, wise as an ancient Buddha, 

He goes or he comes by a routing 
That plops him a while in Bermuda. 


Is the meeting in San Francisco? 
Just study it closely and see— 

There might be a sort of a circle 
With a stop-off in Waikiki. 


Yes, doctors convene to hear speeches 
And papers by erudite chaps, 

But what is that bulge in their pockets? 
Most likely it’s tickets and maps. 
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RICHARD ARMOUR 


HOSPITAL VISITORS 


They come at unexpected hours 
With grim, depressing faces 

And large and rather smelly flowers 
For overflowing vases. 


They come in pairs and twos and threes, 
These friends and these relations, 

And talk, with now and then a sneeze, 
About their operations. 


They stay and stay and stay some more, 
And there is no perceiving, 

Although they stand beside the door, 
Just when they plan on leaving. 


And when, the patient grown upset, 
The doctor takes no chances 

And clears the room, he’s sure to get 
Some rather ugly glances. 
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the Fleet Enema 


for routine 
and 


special purpose 
enemas 


o Superior in cleansing effect to a tap 
water, or saline enema of one or two pints . . . and less 
irritating than a soap-suds enema, 


avertising in @ Rapid —with the FLEET ENEMA Disposable Unit, 
ed for e the entire procedure can be completed in % the time 


accept 
ons ot gtion required with older more cumbersome methods. 
mn Me 


wa @ Prompt and thorough evacuation .. . a time-saving 
the Amerie factor, particularly in preparation for examination. 


' @ Comfort to patient assured ... virtually no 
distention or side effects. ; 


And in addition: “Squeeze bottle” 

permits one hand administration . . . distinctive 
rubber diaphragm controls flow while 
preventing leakage... rectal tube enclosed 

in sealed cellophane envelope, sanitary 

to time of use... readily disposable. 

Each 4% Fl. Oz. Fleet Enema Disposable Unit contains 
in each 100 cc., 16 Gm. sodium biphosphate and 

6 Gm. sodium phosphate... .an enema solution of 
Phospho-Soda (Fleet) ... gentle, prompt, thorough. 


Cc. B. FLEET Co., INC. 
LYNCHBURG, VIRGINIA 


‘Phospho-Soda’, ‘Fleet’ and ‘Fleet Enema’ ire 
registered trade-marks of C. B. Fleet Co., snc. 
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Areas of Clinical Study [ One of a series 


ANEMIA 
OF 
INFANCY 


Recently completed—1954—studies! ? again confirm the 
unique value of Roncovite (cobalt-iron) in the preven- 
tion and treatment of infant anemia. Clinical results 
show that routine administration of Roncovite can com- 
pletely prevent the iron deficiency which so frequently 
develops in the first six months of life. 


RONCOVITE (Cobalt-Iron) has introduced a wholly new 
concept in anti-anemia therapy. It is based upon the unique 
hemopoietic stimulation produced only by cobalt. The 
application of this new concept has led to marked, often 
dramatic, advances in the successful treatment of many 
of the anemias. 


EFFECTIVE 

“It is a significant fact that none of the...cases receiving 
iron as well as cobalt required additional iron therapy and 
that the haemoglobin levels of this group remained con- 
sistently and significantly higher than those in any other 
group after the age of 4 months.””! 

*...there can be no doubt that the average hemoglobin 
values...are greater in the cobalt-iron [Roncovite] treated 
group.’ 


PATIENT SATISFACTION 

“*.,.the mothers of these anaemic infants frequently stated 
spontaneously that the children were much improved, with 
increased appetite and vigour. It seems possible, therefore, 
that even if anaemia in premature infants does not usually 
produce marked symptoms, there is a subclinical debility 
which becomes more evident in retrospect.’”! 


SAFETY 

“There was no evidence of toxicity in any case under treat- 
ment:... There is nothing to suggest that cobalt in any way 
impairs the general progress or rate of weight gain in pre- 
mature infants in the dosage employed.””! 

“The babies were closely observed daily for ill effects of the 
medication while at the premature unit and when they re- 
turned for check ups. None of them showed harmful effects 
despite the large doses....A few of the babies have been 
followed for more than 100 days with no ill effects noted.’’2 


SUPPLIED: 
RONCOVITE DROPS 


Each 0.6 cc. (10 drops) provides: 


(Cobalt 9.9 mg.) 


ME 


RONCOVITE TABLETS 


Each enteric coated, red tablet contains: 
Ferrous sulfate exsiccated......0.2 Gm. 


RONCOVITE-OB 


Each enteric coated, red capsule-shaped 
tablet contains: 


Ferrous sulfate exsiccated......0.2 Gm. 
Gm. 
Vitam 250 units 
DOSAGE: 


One tablet after each meal and at bedtime. 
In children one year or older 0.6 cc. (10 
drops); infants less than one year 0.3 cc. 
(5 drops): once daily diluted with water, 
milk, fruit or vegetable juice. 


1. Coles, B. L., and James, U.: Arch. of 
Disease in Childhood 29:85 (1954). 

2. Quilligan J. J., Jr.: Texas State J. Med. 
50:294 (May) 1954. 


Bibliography of 192 references 


available on request. 


RONCOVITE 


The original, clinically proved 
cobalt-iron product. 


LLOYD BROTHERS, INC. 


Cincinnati, Ohio 


In the Service of Medicine Since 1870 
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BRILLIANT, EDGE-TO-EDGE SHARPNESS ! 


You owe it 
to your 
audience 


—small or large 


CHOOSE from 2 Kodaslide 
Signet Projectors... 


Kodaslide Signet 500. With 500-watt lamp. 
Lumenized Kodak Projection Ektanon Lens, 5-inch 
f/3.5. Smooth, effortless slide changing. New im- 
peller type blower. Price, $72.50. With //2.8 lens, 
price, $79.50. 

Kodaslide Signet 300. With 300-watt lamp. 
Same optics, many other features of Signet 500. 


With //3.5 lens only, price, $59.50. 


and are subject to change without notice. 


tte OR—CHOOSE a Kodaslide Projector, Master Model 
ae 1000-watt lamp. Delivers more light than any other 
2x2-inch projector. Choice of 4 fine projection 
lenses. Heat-absorbing glass and built-in fan protect 
slides from heat. Priced from $169. 

For further information, see your Kodak dealer, 
or write for literature. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
Serving Medical Progress through Photography and Radiography. 
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in varicose vein 
complications... 
striking relief 

of signs and symptoms 


Bischoff) 


DIVISION 


ulcers begin to heal! 

pain and burning disappear! 

pruritus subsides!* 

edema, erythema, and tenderness decrease! 


Administration: MY-B-DEN may be administered 
in the office, hospital or home, 1 cc. (20 mg. or 
100 mg.) intramuscularly three times weekly or as 
needed. The site of injection is the upper 

outer quadrant of the buttock. 


Supplied: Sustained-Action MyY-B-DEN (in gelatine 
solution): 10 cc. vials in two strengths, 20 mg. per cc. 
and 100 mg. per cc. adenosine-5-monophosphate 

as the sodium salt. 


Also available: My-B-DEN (NOT Sustained-Action) 
in ampules and sublingual tablets. 


References: (1) Lawrence, E. D.; Doktor, D., and Sall, J.: 
Angiology 2:405, 1951. (2) Rottino, A.; Boller, R., and Pratt, 
G. H.: Angiology 1:194, 1950. (3) Boller, R.; Rottino, A., 
and Pratt, G. H.: Angiology 3:260, 1952. (4) Pratt, G. H.: 
Surg. Clin. North America 33 :1229, 1953. 


| AMES COMPANY, INC ELKHART, INDIANA 
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al ZQaSE. @e¢ you may put your own mind at ease 


as well as calm your patient when you prescribe Noludar 
as a sedative (or in larger dosage, as a 

hypnotic). There is little danger of hietliniatAaien 

or other side effects because Noludar 
is not a barbiturate. Available in 
50-mg and 200-mg tablets, 

and in liquid form,50 mg per 


teaspoonful. 
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nest Cowes best: the relaxed patient. 


’ Noludar relaxes the patient and usually 


induces sleep within one-half to one hour, lasting 
for 6 to 7 hours. Clinical studies in over 3,000 
patients have confirmed the usefulness 

of Noludar in the relief of nervous insomnia 

and daytime tension. Noludar 'Roche' 

is not a barbiturate. 


Noludar™” - brand of methyprylon 
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COMPLETE 
IRON-PLUS 
THERAPY 
FOR THE 
ANEMIAS 


2 IBEROL FILMTABS SUPPLY: 


Elemental fron............. 210 mg. 
(as Ferrous Sulfate) 


BEVIDORAL®. . . 1 U.S.P. Oral Unit 
(Vitamin B;2 with Intrinsic Factor 
Concentrate, Abbott) 


Ascorbic Acid............ 150 mg 
Liver Fraction 2, N.F. . .. 200 mg. 
Thiamine Mononitrate... .. 6 mg. 
Nicotinamide. ......... 30 mg. 
Pyridoxine Hydrochloride 3 mg. 


Pantothenic Acid... . 6 mg. 


FILMTABS 
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for efficient eg 


When your geriatric, dyspeptic, under- Each Convertin Tablet provides: 
Ibladd tient a sugar-coated outer layer of: 

Betaine Hydrochloride 130.0 mg. 

spond to diet, the cause is frequently an (Provides 5 minims Diluted Hydrochloric Acid U.S.P.) 

inability to utilize food. Oleoresin Ginger 1/600 gr. 
Surrounding an enteric-coated core of: 

CONVERTIN furnishes the dietary catalysts Pancreatin : 62.5 mg. 

(Equiv. 250 mg. U.S.P.) 

necessary for efficient absorption in these pe a ee 50.0 mg. 

individuals. DOSAGE: One or two tablets with or just after 
meals. 


The specially layered construction of 


SUPPLIED: In bottles of 84 and 500 tablets. 
CONVERTIN provides selective release of in- 


gredients to assure efficient absorption in COMPANY, INC. 
the stomach and small intestine. KANSAS City, missouri 
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CARDIAC EDEMA 
GLAUCOMA 
EPILEPSY 


now benefited by 


Acetazolamide Lederle 


DIAMOX has proved to be a very effective, safe, and convenient oral 
diuretic for use in controlling cardiac edema. In fact, it is now the most 
widely prescribed drug of its type. Recent evidence shows it is useful 
in two other important ways: 


IN EPILEPSY ‘ 


DIAMOX suppresses both the frequency and the severity of seizures, 
without apparent direct sedative action. DIAMOX appears to produce 
a relative acidosis in a manner similar to the ketogenic diet, and may 
also have a direct effect on nerve tissue. (1) 


IN ACUTE GLAUCOMA 
significant reduction in intraocular pressure is produced by oral 
administration of DIAMOX. This probably results from a decrease in 
the secretion of aqueous humor. DIAMOX also appears to enhance 
the action of commonly employed miotics. (2) 


One product... three uses...a versatile therapeutic agent ! 


Available in 250 mg. tablets for oral use 
and 500 mg. ampuls for intravenous use. 


1. Merlis, S.: piamox: A Carbonic 2. Becker, B.: Decrease in Intraocular 
Anhydrase Inhibitor—Its Use in Pressure in Man by a Carbonic 
Epilepsy. Neurology. 4:11, 863-866 Anhydrase Inhibitor, piamox. Am. 
November 1954. J. Ophth. 37:1, 13-15 January 1954. 


*REG. U.S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION amenrcaw company PEARL RIVER, NEW YORK 
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Any patient sick enough to 
need broad spectrum antibiotics 
deserves the added protection 
against monilial 


superinfection afforded by 


STECLIN* MYCOSTATI 
B TETRACYCLINE-NYSTAT 


Each Mysteclin capsule contains 250 mg. of Steclin 
(Squibb Tetracycline) Hydrochloride, the broad spec- 
trum antibiotic which is better tolerated and pro- 
duces higher blood and urinary levels than its 
analogues, and 250,000 units of Mycostatin (Squibb 
Nystatin), the first safe antibiotic effective against 
fungi. 


Minimum adult dose: 1 capsule q.i.d. 


Supply: Bottles of 12 and 100. 


“MYSTECLIN’, “STECLIN® AND *MYCOSTATIN'® ARE SQUIBB TRADEMARKS 
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better tolerated broad spectrum 


antibacterial therapy 
plus 
antifungal prophylaxis 


in one capsule 


steetin costs the patient 


Personal Diary 

and Observations on 
Medical Life 

by MORRIS FISHBEIN, M.D. 


Apr. 25—The Queen Eliza- 
beth comes to Cherbourg, and 
the baggage goes directly to the 
train for Paris. They charge 450 
francs each to put suitcases in 
the baggage car. The thrifty 
French pay no attention, carry- 
ing six or eight suitcases each 
into the Pullman car with them. 
The customs men examine noth- 
ing. We arrive in Paris at 7:30 
p.M., old Pepys being immersed 
in “Lexington to Liberty.” So to 
the Elysée Matignon for dinner 
and to walk on the Champs 
Elysées and immediately the 
charm of Paris is overwhelming. 


Apr. 26—Up late and to visit 
the bookstalls, lunching at Rum- 
pelmeier’s and meeting there Dr. 
I. M. Spiegel of New York with 
his wife and two children. In the 
afternoon at work and in the eve- 
ning again to walk the boule- 
vards and to dine at the Café de 
la Paix. 


Apr. 27—Mistress Pepys 
meets Dr. Zukhova who directs 
old Pepys to the Pasteur Insti- 
tute for references to medical 
periodicals. Pasteur’s likeness 
now occupies the 500 franc note. 
In the afternoon reading and 
resting and in the evening to dine 
at Fouquet’s where the violinist 
played at Mistress Pepys’ request 
all the old tunes. Then to bed 


reading Bemelmans’ “The One I 
Loved the Best,”’ which is all 
about Lady Mendl and her cuckoo 
notions, including antivivisection 
and Gayelord Hauser and a visit 
to San Simeon with a portrait of 
Hearst and many other interest- 
ing matters. 


Apr. 28—At noon to Rum- 
pelmeier’s and then to the Oran- 
gerie in the Tuilleries for a great 
exhibit of such masters as Degas, 
Toulouse-Lautrec, Gauguin, 
Cézanne and Daumier, owned by 
Americans, 16 out of 79 being 
from the Art Institute in Chicago 
and one owned by Leigh Block, 
two by Dr. David Levy and one 
by Alex Hillman. Later for two 
hours at the DICTAPHONE® for 
mail and editorials. Then sought 
to dine at the new Restaurant de 
Copenhague but found it all full 
and ended with Perrier at Chez 
Louis with noodle soup, canard, 
apple strudel and some syrop de 
framboise. 


Apr. 29—Writing until noon 
and lunched in the Relais of the 
Plaza Athenee. Then to Orly air- 
port and hastily sent to Le Bour- 
get at a cost of 5000 francs and 
then informed that I should have 
stayed at Orly, whereupon. old 
Pepys yelled loudly and was put 
on a plane for Madrid. The 
monetary-minded French now 
charge an airport tax of 400 
francs if you are flying to a Euro- 
pean city and 1000 francs if to 
an American airport. No notice 
has been given and everyone 
shrieks and many Americans say 
they will never come again—but 
they will. So spent the night in 
Madrid at the Palace where the 
charges for room and food are 
ridiculously low and the service 
superb. 
Apr. 30—By the early plane 


to Lisbon, reading en route a pa- 


perback called “Twenty Grand,” 
a collection of best short stories 
by Dorothy Canfield Fisher, and 
every one worthwhile. In Lisbon 
met by Senhoras Pinto and Al.- 
meida y Sa. After lunch at the 
Avenida Palace, to see an exhibit 
of antique Portuguese silver, 
which was a revelation. Next with 
Drs. Oliveira and Almeida y Sa 
to visit the minister of the in- 
terior, Dr. Trigo de Negreiros, 
discussing the use of Lisbon for 
international congresses. In the 
evening to dine at the Café Ne- 
gresco, drinking the port wine 
for which Portugal is famous, 
Next for a conference which in- 
cluded also Dr. Leonardo de 
Sousa e Castro Freire, professor 
of pediatrics. 


May 1—More trouble with the 
Portuguese airline getting reser- 
vations confirmed. At noon to re- 
ceive a delegation which is form- 
ing the Portuguese Society for 
the Crippled and Disabled. Then 
to see the home of Almeida y Sa 
and to participate in celebrating 
the twenty-first anniversary of the 
Hospital for Industrial Accidents 
—50 beds with a department of 
physical medicine. For the buffet 
luncheon came Professor Gentil, 
now 77 years old, and many 
medicos of the staff. There were 
speeches in Portuguese, a most 
difficult language to follow in 
public addresses. In the evening 
to dine en famille with Senhora 
Pinto and also the family of 
Almeida y Sa. 


May 2—Bumping around to 
the southernmost point of Portu- 
gal, Villa Real d. San Antonio, 
and breakfasted at the Hotel 
Guadiana which had to send out 
for some oranges. Meeting here 
Mr. and Mrs. Cobean of Scars- 
dale, crossing the river in a 
launch with officials on both sides 

(Continued on page A-110) 
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When the rigidity and pain of arthritis and 
related rheumatoid disorders prevent the 
patient from enjoying a normal, satisfying 
life, Acetycol may open a road to rehabilita- 
tion. Therapy with Acetycol provides wel- 
come relief of pain and increases the range 
of pain-free movement. Thus the patient is 
able to resume more normal activities in his 
work and relaxation. 

The effectiveness of Acetycol is based on 
synergism between aspirin and para-amino- 
benzoic acid. The combination of these two 
agents produces high salicylate blood levels 
on relatively low dosages. Salicylated colchi- 
cine extends the effectiveness to cases of a 
gouty nature. 


from rigidity to relaxation 


Acetycol 


Acetycol also contains three essential vita- 
mins often lacking in older patients: ascor- 
bic acid, to prevent degenerative changes in 
connective tissue; thiamine and niacin, for 
carbohydrate utilization and relief of joint 
pain and edema. 


Usual dosage—I1 or 2 tablets three or four 
times a day. 


Each Acetycol tablet contains: 


Aspirin .... 325.0 mg. 
Para-aminobenzoic acid ............. 162.0 mg. 
Colchicine, salicylated ............ 0.25 mg. 
.... 20.0 mg. 


Thiamine hydrochloride ............ 
Niacin .... 


Supplied: Bottles of 100 and 500. 


5.0 mg. 
15.0 mg. 


TRADEMARK 


to relieve rheumatic pain 


WARNER-CHILCOTT 
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to Ayamonte in Spain and hired 
a car to drive to Seville—150 
kilometers. So here one sees the 
poverty and still primitive coun- 
tryside of southern Spain. Now 
in the Hotel Alfonso XIII with 
its picturesque patio, and walked 
the business streets of Seville and 


dined well. 


May 3—After breakfast, in a 
new Seat car—which is the 
Spanish assembled Fiat—through 
miles and miles of olive trees, to 
Cordova where the leather is 
made. Here to lunch at the Hotel 
Simon and visited the great ca- 
thedral built over three centuries 
by Moors and Spaniards. Thou- 
sands of pillars and arches sup- 
port its ceilings. Next to Granada 
through even more miles of olive 
trees and saw primitive agricul- 
ture with innumerable donkeys 
and, only rarely, motorized vehi- 
cles. In Granada a fiesta was end- 
ing with all the little girls dressed 
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in gypsy dancing costumes. To 
dine then at the Hotel Alhambra 
Palace which is all Moorish 
architecture, and drank Malaga 
wine, sitting on the terrace and 
gazing out at the city and the 
great plain which leads to the 
snow-capped Sierra Nevada 
mountains. Late to visit the caves 
in which the gypsies live and they 
entertained with dances and gyp- 
sy songs with everyone from the 
grandmothers down to the five 
year olds participating. 


May 4—All the morning visit- 
ing the Alhambra of which 
Washington Irving wrote so well 
and its fountains, gardens, ha- 
rems, hall of the ambassadors, 
apartments and chapels have to 
be seen to be appreciated, since 
they are beyond conception 
through description. Next to the 
summer palace, or generalife, and 
this is reminiscent of Hadrian’s 
Tivoli transplanted into the Ara- 


bian Nights. After luncheon a 
drive through mountains to the 
city of Malaga on the seashore, 
stopping at the Hotel Miramar, 
Before dinner walking the great 
boulevard and the gardens and 
visited the ancient Moorish fort 
and watched hundreds of sailors 
just off a cruiser in the harbor 
like hungry wolves trying to de- 
vour the little Spanish red riding. 
hoods who seemed to know that 
these were not their grandmas. 


May 5—From Malaga to Al- 
geciras opposite Gibraltar where 
Scott Stevenson now resides. So 
he came over with Gertie and we 
lunched for two hours and talked 
about books and journalism and 
the changes in the B.M.A. and 
the A.M.A. and how people retire 
and of all the fun we are having 
and about the children and the 
grandchildren and hoped we 
would soon meet again. Next we 

(Continued on page 112) 


"PREDNISONE. (meta 


Tre potent than 


or hydrocortisone - d 


STRIKING RESULTS OBTAINED WITH 
"“MYSOLINE’ IN GRAND MAL SEIZURES 
AND PSYCHOMOTOR ATTACKS. 


Composite results of 20 clinical studies* show that “Mysoline” employed alone 
or in combination with other anticonvulsants is highly effective in controlling 
epileptic seizures. 


In patients previously untreated “Mysoline” employed alone produced com- 
plete control of grand mal seizures in 172 of a total of 214 patients (80 per cent) ; 
psychomotor attacks were brought under control in 19 of 29 (65 per cent). 


In patients refractory to other anticonvulsants “Mysoline” produced marked 
improvement to complete control of grand mal seizures in 428 of 613 patients 
(nearly 70 per cent). In the group with psychomotor attacks a similar response 
was obtained in 75 of 130 patients (over 57 per cent). “Mysoline” was added to 
current medication and in some cases this was replaced by “Mysoline” alone. 


“Mysoline” is singularly free from serious toxic effects. 


Side effects when they occur are usually mild and transient tending to disappear 
as therapy is continued or dosage is adjusted. Supplied in 0.25 Gm. tablets (scored) 
— bottles of 100 and 1,000. 


*References will be supplied on request. 


“"MYSOLINE. 


Brand of Primidone 


IN EPILEPSY 


Ayerst Laboratories » New York, N.Y. » Montreal, Canada a 


Ayerst Laboratories make “Mysoline” available in the United States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. $558 
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drove along the coast of the blue 
Mediterranean to Tarife and aft- 
er that to Cadiz where Nelson 
fought the Spanish Armada. Here 
the new American air base is be- 
ing constructed and everything is 
prosperous, with a great new 
hospital for the workers and ex- 
pansive housing projects. They 
pay $2.00 a week and in 20 
years they own their apartments. 
And here and there are signs 
reading “Todos par la patrie” and 
“Franco! Franco! Arriba Fran- 
co!” In the evening back to the 
Alfonso XIII in Seville and then 
to the Hotel Cristina until 1:00 
A.M. watching some pretty but 
sultry flamenco dancers and lis- 
tening to a singer of broken Eng- 
lish warbling “Three Coins in the 
Fontane.” 


May 6—Up betimes and vis- 
ited the cathedral—third largest 
in the world—with many treas- 
ures, then the ancient Moorish 
and Jewish quarters with narrow 
streets and flowered windows and 
delightful patios. Next to the an- 
cient hospital and saw the tombs 
of Ponce de Leén’s family and 
the Murillo and Leal paintings. 
To the airport and after a bumpy 
ride of two hours to the Hotel 
Ritz and then hastened to the 
establishment of my friends Ed- 
mundo y Ricote who will make 
me two suits. Next shopping 
along the Calle Preciados and in 
the Galeria got lost from Mistress 
Pepys, so stood at the door wait- 
ing until some 7000 senoras came 
out, followed at last by Mistress 
Pepys who insisted, poor soul, it 
was all my fault. 


May 7—Up to attend to my 
scrivening and to shop along the 
Jose Antonio and in the Puerto 
el Sol and lunched alfresco at the 
Ritz. Attempted to call Dr. Bosch 
Marin who is in Valencia and 
heard the concierge explain to 
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the telephone center my name as 
follows: F for Franco, I for In- 
glaterra, S for Sevilla, H for 
Historia, B for Britannia, E for 
Espana, I for Iglesia, so I told 
him N for Napoleon and that 
finished it. 

Dining at the Ritz with Edith 
Bulson and tried pescadillos— 
little fish fried in rings with their 
tails in their mouths—and ‘a 
claret fruit punch on the side. 
And talked until late about Span- 
ish affairs and our mutual friends 
at home. 


May 8—At my scrivening. To 
luncheon came Edith Bulson, so 
out to Alcala to see the bombed- 
out university founded by Jimi- 
nez Cisneros and here Ignatius 
Loyola and Lope de Vega studied. 
Visited the convent of the clois- 
tered Clarice sisters where a turn- 
table takes your pesetas and re- 
turns boxes of sugared almonds, 
for these sisters see no one from 
the outside. After tea in the old 
inn to look at the new university 
again and the statue of Don 
Quixote and Sancho Panza and 
dined till late in the garden of 
the Ritz on paiello Valencia 
which is a terrific dish. 


May 9—With Mistress Pepys 
for a last fling in the Madrid 
shops where garments for the 
grandchildren are less than a 
third their cost in Paris. All 
handwork, too. At luncheon all 
the Americanos were eating the 
tall stalks of white asparagus. 
After luncheon, to walk again 
the corridors of the Prado view- 
ing the artistic triumphs of Velaz- 
quez, Goya, Murillo, Van Dyck, 
Rubens and many, many more. 
At 6:00 came Dr. Bosch Marin 
to drive us to the airport and 
proud of his new assignment dis- 
tributing American surplus milk 


' powder, butter and eggs to the 


thousands of children in Madrid 


whose diets are deficient. The 
National Catholic Welfare Con. 
ference has made this possible, 
So we had tea at the airport and 
were promptly on TWA on our 
way to Rome, arriving at mid- 
night and met by Romola Vicchi 
and Dr. Rampoldi. 


May 10—Attending to my 
mail and for luncheon to the 
Capriccio, meeting Alfred T. 
Zodda of Squibb and William M. 
Noreia of Parke, Davis and gos- 
siped with them about the indus- 
try, meanwhile watching a pecul- 
iar damsel named Nella Parigini 
who arrived with a live monkey 
on her shoulder. The monkey 
started right in sampling the 
vino from various glasses until 
the major-domo carried him 
squeaking from the room. 

In the afternoon to read in the 
American Information Center 
and found it sadly deteriorated— 
its periodicals limited in num- 
ber, practically nothing medical; 
its books old, and just a few 
readers sitting about. 

In the evening came Ed Hill 
for an interview to be published 
in the Rome Daily American and 


also Miles Thomas from CARE. 


May 11—Farly to the British 
Information Center and _ stayed 
some three hours. Here found all 
the British medical. technical, 
literary and art magazines up to 
the last day, easily available on 
open shelves, many of them sent 
by airmail, and enjoyed myself 
but kept wondering why this 
service is so good and the Ameri- 
can so poor. Still our diplomats 
may be right and it is better to 
send money than culture. The 
readers were numerous. A quar- 
terly index of 31 British medical 
publications is made available. 

At noon to luncheon come sev- 
eral signoras to the Excelsior and 

(Continued on page A-114) 


POSTGRADUATE MEDICINE 


i 

| 

4 

A-112 


Vitamins at a 
truly therapeutic 
level for all 
stress conditions 


Theron 
(STUART) 


Tablets: Liquid: 
30’s and 100’s 4 oz. bottles 
Dose: Dose: 
I tablet daily = 1 teaspoonful daily 


BIND YOUR ISSUES 
In Your Own 


NAVY BLUE BINDERS 


Preserve your copies of Postgraduate Medicine for quick 
easy reference in this official binder. Holds a complete 
volume, 6 issues. Its unique of bli per- 
mits the addition of each single issue from reading table 
to library. 


These handsome navy blue binders, made of a new water- 
repellent DUPONT material with a special lining and 
plated me‘al to resist moisture are quality through and 
through. 

Offered at cost, $2.00 per single binder for 6 issues. No 
book in your library is bound in a more sturdy or lasting 
cover. 


POSTGRADUATE MEDICINE 
Essex Building, Minne«polis 3, Minn. 


Enclosed is my check for $ 
indicated below. 


Vol. 15 (Jan.-June 1954) each $2.00 
Vol. 16 (July-Dec. 1954) 

Vol. 17 (Jan-June 1955) 2 for $3.75 
Vol. 18 (July-Dec. 1955) 4 for $7.25 


Binders for earlier vol also ilable at prices quoted 
above. 


Print please to insure prompt service: 


to cover binders 


lasting, 
2S more effective relief 


eo labama, Mobile, 1954. 
‘Wossi, A : Amer. Pract 
Dig. of Treatment, 1954, 
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old Pepys met Monsignor Landi 
just off for America and Dr. and 
Mrs. Musetta from Boonton, New 
Jersey. After luncheon a siesta 
and then came Sigea from the 
ministry of health and the senator 
Dr. Caronia with his lady and 
then to dine at Professor Marino- 


Zuco’s gorgeous apartment with 


Pietrogrande, Ascoli, Rampoldi, 
Riccardo Vicchi and all the ladies 
and had a grand evening with 
superb food and much conversa- 
tion about medical history and 
the polio vaccine. 


May 12—To shop on the Via 
Condotti and met Dr. Guy from 
Chicago with his lady, answered 
all the mail on the Dictaphone, 
confirmed the airplane reserva- 
tions, and read during the siesta. 
For cocktails with Mr. Goshie 
and his lady—he being the rep- 
resentative of Winthrop-Stearns 
—to the Casa Valadier in the 
Borghese Park, and learned much 
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about the difficulties of introduc- 
ing new remedies into Italy, what 
with registrations and Italian 
clinical trials and red tape and 
piracy. Then to the home of Pro- 
fessor Gozzano and saw his beau- 
tiful boys dressed in blue jeans 
and red shirts, 4 la America, so 
we are sending them culture. Also 
at dinner Professor Cerletti who 
introduced electric shock treat- 
ment, and much fine talk of prog- 
ress in neurology and psychiatry. 


May 13—At the Excelsior met 
Dr. Hansen of Marshalltown, 
Iowa, and Dr. Edwards of Rich- 
land Center, Wisconsin, with 
their ladies and they told me how 
much they enjoyed PosTGRADu- 
ATE MEDICINE. Talked several 
times with Dr. De Cesare of Law- 
rence, Massachusetts, who pre- 
sided when old Pepys spoke there, 
and helped him to see some clin- 
ics. To tea came Dr. Caronia and 
his gracious lady and old Pepys 


gave a long interview to Mr. Rilli 
of Il’Giornale. Then for’ dinner 
to the home of Professor Frontalj 
and met the tall and beautiful 
third and fourth daughters and 
the pathologist Guido Veroni 
who had studied with Niss!. And 
with Frontali talked at great 
length of the advances in social 
medicine as related to pediatrics, 


May 14—Up with a bad cold 
and remained in bed until three 
and went to the airplane at 4:00 
P.M. accompanied graciously by 
Professor Marino-Zuco and the 
signora and Rampoldi and sig. 
nora Vicchi and more than ever 
impressed by the efficiency and 
the courtesy of K.L.M. After a 


fine dinner, landed on the min- 


ute in Amsterdam, and met 
by Van Tongeren who took us to 
the delightful Amstel and went 
straight to bed with two GANTRI- 
sin® tablets, a chill, two cups of 
hot tea and a handful of mail. 


Reserpine therapy 
free of unpleasant nasal congestion 


(Reserpine, Lilly ) 


( Pyrrobutamine, Lilly ) 


—relieves nasal stuffiness in 75 percent of pa- 
tients who experience this annoying side-effect. 


Each tablet combines, 0.25 mg. ‘Sandril’ and 


7.5 mg. ‘Pyronil.’ 
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to nonhormonal anti-arthritic 


«| BUTAZOLIDIN 


(brand of phenylbutazone) 


4 relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 
BUTAZOLIDIN “...produces more than a simple analgesic effect in 
rheumatoid arthritis.” 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 
of “remission” or “major improvement.” 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 


(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 
Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1:168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39:405, 1955. 


Butazouipin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


ButazouipiNn being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. /t)\\ 


5115s In Canada: Geigy Pharmaceuticals, Montreal 


July 1955 
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Technical Exhibits — In Print 


PHARMACEUTICAL SPECIALTIES, SURGICAL INSTRUMENTS, PEDIATRIC AND DIETETIC 
FOODS, MEDICAL BOOKS AND OTHER PRODUCTS AND SERVICES 


Abbott Laboratories 


Fleet, C. B., Company, Inc. 


Ames Company, Inc. Glidden Company 
Apamide; Apamide-Ves; Apromal .......... A-22 A-46 
A-102 Hoffmann-La Roche, Inc. 

Armour Laboratories, The Ilidar; Roniacol Al7 
Ascher, B. F., & Company, Inc. Noludar .... -Faeing A-102-103 

Ayerst Laboratories A-82 
Interstate Postgraduate Medical Assembly ..... A-30-31 
Premarin with Methyltestosterone ........... A-82 Knox, Chas. B., Gelatine Co. 

Becton, Dickinson & Company Lakeside Laboratories, Inc. 

Facing A-16-17 Lavoris Company, The 

Eastman Kodak Company A4 

Endo Products, Inc. Lloyd Bros., Inc. 
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Technical Exhibits—Continued 


McNeil Laboratories, Inc. 


Massengill, The S. E., Company 

Merrell, The Wm. S., Company 

National Drug Company, The 

Resion; Resion P-M-S ..................... A-70 
Organon, Inc 

Parke, Davis & Company 

Pfizer Laboratories, Div. Chas. Pfizer & Co., Inc. 

Bonamine Chewing Tablets ................. A-23 

Picker X-Ray Corporation 

Pitman-Moore Company 

Revlon Products Corporation 

Riker Laboratories, Inc. 


Robins, A. H., Company, Inc. 
Pabalate; Pabalate-Sodium Free; 


Sanborn Company 

Sandoz Pharmaceuticals 

Schenley Laboratories, Inc. 


Schering Corporation 


A-38-42-84-110 

Chlor-Trimeton ............... Facing A-70-71; A-71 
Searle, G. D., Company 

Sharp & Dohme, Div. of Merck & Co., Inc. 

Sherman Laboratories 

Smith, Martin H., Co. 

Smith, Kline & French Laboratories 

Squibb, E. R., & Sons, Div. Mathieson Chem. Corp. 

Stuart Company, The 

U. S. Vitamin Corporation 

Upjohn Company, The 

Wampole, Henry K., & Company, Inc. 

Warner-Chilcott Laboratories 

Winthrop-Stearns, Inc. 

Wyeth, Inc 


Year Book Publishers, Inc. ................... A-12 
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Hematinic Lederle 


the most 
potent 


all oral 
ematinics 


One capsule daily for treatment and maintenance of 
all treatable anemias, including pernicious anemia. 


Each capsule contains: Vitamin B,, with 

Intrinsic Factor Concentrate ... 1 U.S.P. Oral 

Unit; Vitamin B,, (additional) ... 15 mcgm.; 
Powdered Stomach . . . 200 mg.; Ferrous 

Sulfate Exsiccated .. . 400 mg.; Ascorbic Acid 

(C) ... 150 mg.; Folic Acid . . . 4 mg. 


AMERICAN Ganamid COMPANY 


Pearl River, New York 


U.S. PAT. OFF. 
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Altepose. 


keeps her appetite—and weight—under control 


MAJOR ADVANTAGES: 1. Overcomes excessive craving for food. 2. Reduces 
tissue water retention. 3. Alleviates nervousness and irritability. 


It’s much easier for your overweight patient to pass ciated with rigid diets. Patients feel happier. __, 
up rich food—when she’s taking ALTEPOSE. For Each ALTEPOSE Tablet contains 50 mg. ‘Propadrine’ 


ALTEPOSE contains 3 important ingredients which HCI, 40 mg. thyroid and 25 mg. ‘Delvinal.’ 
help overweights stay on their reducing diets. 


10N 1. Propadrine® controls the patient’s craving for 
food—yet causes less central stimulation than does 
either ephedrine or amphetamine. 


2. Thyroid helps release tissue-bound water—thus 
brings about weight-loss early in the dieting period. Philadelphia 1, Pa. 


3. Delvinal® relieves the irritability so often asso- DIVISION OF MERCK & CO., INc. 
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(giutethimide CIBA) 


PRESENT CLINICAL EVIDENCE INDICATES DORIDEN IS NOT HABIT FORMING. 
Tablets (scored), 0.25 Gm. and 0.5 Gm. 
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